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« uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


PANAFIL 


for enzymatic debridement and 


CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANaFit is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 


Cu.oresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, CuHLoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-0z. tubes and special hospitai size. 


and special hospital size. Samples and literature on request from 


Rstany: Mount Vernon, N. Y. 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. 


When “change of life” seems the end of life... 


With the advancing years, woman’s vulnerability to depression often becomes intense. The future looms insecure; 
menopausal dysfunctions spark somatic concern. And as she faces losing a symbol of femininity, even suicidal 
panic may supervene. 


Menopausal depression has been lifted by Marplan—even when withdrawal and loss of affect were severe. 


Episodes of depression can often be controlled by a brief schedule of Marplan treatment, ordinarily 10 mg t.i.d. 
In some patients, release of new psychic energies may be seen on Marplan in as little as three or four days. 


Extensive clinical trials have revealed no hepatitis attributable to Marplan. However, complete dosage informa- 
tion, available on request, should be consulted before administering Marplan. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Consult literature and dosage instructions, available on request, before proseribing, 
-benzy!-2-(5-methyl-3-i lylcarbony!)h 


Marplan 


Division of Hoffmann-La Roche Inc. 
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COGENTIN 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


“It is almost always preferable, however, to merely add oral 
AKINETON®.. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


i BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


‘ L remarKably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 
Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 
Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 
AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 
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PRE-PUBLICATION ANNOUNCEMENT 


FROM THE AMERICAN PSYCHIATRIC ASSOCIATION 


For a Short Time Only, this informative new book 


16 important chapters 


I. Respect for the Patient 

as an Individual 

II. Public Attitudes Toward 
Mental Illness 

III. Sociocultural Factors 
in Treatment 

IV. Impact of National Health 
Programs 

V. Community Psychiatry’s 
Dual Function 

VI. Administrative Principles 
and Policies 


IMPRESSION in Nursing 
VIII. Training Practices 
T in Psychiatry 
OF EU ROPEAN IX. Specialized Facilities 


and ‘Treatment Programs 
PSYCHIATRY: X. Therapeutic Philosophy 
na and Methods 
XI. The Nature and Extent 
of Rehabilitation 
XII. Programs and Progress 
in Research 
XIII. Unsolved Problems 
and Future Trends 
XIV. Europe and the U. S. 
in Contrast 
XV. An Independent Observer's 
One-Year Report 
XVI. Summarizing Major Points 
of Interest 


Cloth Bound (6 x 9 inches) 140 pages 
This report by a distinguished survey team explores the de- 


velopment of effective community-hospital psychiatry in at the pre- publication 
Europe, and poses these questions: Is the European goal of dis- : 

charging “symptom-free” patients desirable? Is psychiatric price of only 

training as effective as in the U. S.? What should be considered 

further for possible adaptation to the American scene? $3.00 


————— CLIP THIS ORDER AND MAIL BEFORE JANUARY 15 TO 


Publications Department, American Psychiatric Association MH 
1700 18th Street, N.W., Washington 9, D. C. 

Please send me postpaid at the address below, upon publication in January, — copies of “Impressions of 
European Psychiatry.” I enclose a check or money order, payable to the American Psychiatric Association, for a total 
of $_.. . ., at the reduced rate of $3.00 per copy. (Please allow two weeks for delivery.) 
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LADY 


CLASSIC, NORMAL-LIFE STYLES, SPECIFICALLY 
DESIGNED FOR INSTITUTIONAL REQUIREMENTS 


Tested, tested, tested, tested! Tested to the point of perfec- | 
tion. That’s the background of our new “450 Range” Lady Karoll 

4% ounce twill dresses. From fabric to pattern, from design to 

construction, months of painstaking experiments have made these 
dresses the finest of their kind. They have not only been approved by | 
executives of leading institutions, whose advice was essential, but 
tested by patients themselves! | 


Testing typifies the Karoll policy of offering a product only i 
after it has proven successful. In Lady Karoll dresses we’ve even 
included a washable, sanforized label for the patient’s name and loca- 
tion — with ample room for any changes. Lady Karoll dresses are 
mercerized, sanforized, guaranteed washable and color fast — even 
. 2 the belts! Buttons, too, are wear resistant but will be replaced if 
4 necessary. All seams super lock stitched with no raw edges; hems 
™* single lock stitched. Lady Karoll dresses are the finest garments of 

‘ their kind ever created — and available for immediate delivery! 


Styles 1, 2, 3 
in sizes 10 to 20 
Styles 4, 5, 6 
in sizes 38 to 46 
—and also in 

. sizes 144% to 26% 
-delivered flat folded 


on wire hangers 
ea? 


Write today for 


KO ROLLS i. 


INSTITUTION DIVISION 


LADY L 
wae 
| WARD PRESENTS 
Sie 
y 
PRM 


| in nervous and mental disorders...when your patient refuses to eat, specify... 


| COMPLETE THERAPEUTIC NUTRIMENT 
help to restore nutritional balance upset by emotional unbalance 


“Anxieties...may lead...to a serious anorexia....”* gen loss, and restore good nutritional status. Bland 
and pleasant-tasting Sustagen is extremely well tol- 
erated. It may be used as the sole diet or as a dietary 
supplement. Sustagen can be administered by tube 
to patients who refuse food by mouth. 


Anorexia often presents a serious nutritional prob- 
| lem. In such situations, Sustagen may be readily 
acceptable even though solid food is rejected. 


— Complete in all known essential nutrients, Sustagen *Stieglitz, E. J., in Handbook of Nutrition, ed. 2, New York, 
- helps build and repair tissue, compensate for nitro- Blakiston, 1951, p. 337. wales 
\ Mead Johnson 
Symbol of service in medicine 
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‘THORAZINE’, introduced in 1954, is still the most widely 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. It is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 


SMITH 
KLINE & 
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ceutical research 


STHORAZINE: 


} 
| 
| 
\ 
‘ 
7 | 
: 
4 


REHABILITATION 


OF THE MENTALLY ILL 


PsYCHIATRY HAS APPARENTLY BEEN CHARACTERIZED by a 
failure of communciation. No other field of medicine has 
so quickly introduced new terms and discarded them in 
favor of others. These failures of communication and the 
too rapid introduction of new terminology probably ac- 
count for the recurrent waves of enthusiasm in psychiatry 
and their subsequent abatement as those responsible for 
leadership in each successive period pass out of the pic- 
ture. Many people have reviewed the history of mental 
hospital programs and it seems reasonable to conclude 
that the failure to pass on from one generation to the 
next those things that have proved useful is due to our 
unwillingness or inability to describe in readily under- 
standable language and in an adequate theoretical frame- 
work the aetivities which have been beneficial in the 
treatment of psychiatrically ill patients. The two great 
status words of the present period would appear to be 
“rehabilitation” and “research.” The purpose of our 
present discussion is to clarify our thinking in the field 
of rehabilitation. 

As a first step, I propose to give my own working 
definition of the word “rehabilitation.” This definition is 
not original but has been drawn from a number of 
sources. Some years ago, Dr. Howard Rusk stated that 
rehabilitation was the third phase of medicine, but this 
idea has been rapidly discarded as it has become appar- 
ent that rehabilitation is in fact the total treatment pro- 
gram for any particular patient. I have found it useful to 
think of rehabilitation as those processes which enable a 
patient to obtain the maximum social and personal func- 
tion compatible with the personal, social, and community 
resources available to him. This definition consists essen- 
tially of three parts—the rehabilitation (treatment) proc- 
esses, the maximum personal and social function, and the 
community and personal (deficits due to illness and total 
personal assets) resources available to the patient. 

When does rehabilitation commence? This question 
Ed. Note: This article is based on a paper which the au- 
thor presented at the Ontario Mental Health Services In- 
stitute on Rehabilitation, June 1, 1960, in Toronto. Much 
interesting discussion material which Dr. Roberts in- 
cluded in his original paper has had to be omitted for 
lack of space. 


By C. A. ROBERTS, M.D. 

Medical Superintendent, Verdun Protestant Hospital 
Assistant Professor of Psychiatry, McGill University 
Montreal, P.Q.. Canada 


is generally answered by the statement that rehabilita- 
tion should commence as soon as the patient becomes ill. 
A further inquiry as to what this means is usually greet- 
ed by a profound silence. It seems difficult to gain ac- 
ceptance for the idea that rehabilitation commencing at 
the time a patient becomes ill is really a matter of an 
essential attitude which all of those responsible for treat- 
ment must have, and which the patient himself must as- 
similate from the total treatment team. The patient must 
feel from the beginning that the whole purpose of all the 
resources brought to bear on his illness is to see that he 
returns to the community with maximum personal and 
social function. 

Traditionally, physicians have been concerned with 
medical diagnoses and with the treatment of the spe- 
cific conditions diagnosed. A positive attitude toward re- 
habilitation requires the physician to be concerned with 
total assessment rather than purely medical diagnosis. 
That is to say, the physician at the time of his initial ex- 
amination must make a complete medical, vocational, 
and social assessment of the patient. All treatment must 
be planned in terms of the initial and subsequent assess- 
ments. The physician must be concerned with the spe- 
cific medical treatment indicated and with all of the 
general supportive measures which are designed to im- 
prove the patient’s vocational and social function. It is 
helpful to keep in mind that a comprehensive rehabili- 
tation program must include, at least as an available re- 
source, academic and vocational training. 


ORGANIZATION FOR REHABILITATION 


While it is useful to think of rehabilitation activities 
on the basis of existing organizations, it should be borne 
in mind that the treatment of a patient should be a con- 
tinuum, and that many aspects of our present organiza- 
tions are not the most desirable, whether one is con- 
cerned with specific psychiatric treatment, rehabilitation, 
community care, or some other particular type of activ- 
ity. In order to focus attention on rehabilitation, it is use- 
ful to consider the activities which take place in a hos- 
pital, in an outpatient department, in a community clinic, 
or in an aftercare program. The ideal we should strive 
for is a community mental health center as described in 
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the Third and Fifth Reports of the Expert Committee on 
Mental Health of the World Health Organization. In this 
concept of a community mental health service, each re- 
gion or area would have its own mental health service 
based on inpatient beds but being as concerned with pre- 
admission treatment, post-discharge follow-up, rehabili- 
tation, and other aspects of the program as with inpatient 
care. Such a service would be readily available to all 
the people it is designed to serve and many of our pres- 
ent problems of communication, distance, and difficulty 
in assuring continuity of personnel and services would 
not exist. While we must continue to work with the serv- 
ices as we have them, and while we must do everything 
possible to see that our patients function at the maxi- 
mum level as a result of our treatment, we should not fail 
to look forward to the time when our mental health serv- 
ice will be organized on a patient-care basis rather than 
on administrative lines devoted to inpatient care, out- 
patient care, and similar lines of authority and commu- 
nication. 

It is my impression that a rehabilitation program has 
the same characteristics and must function on the same 
basic principles whether it deals with inpatients or am- 
bulatory patients, and that the services rendered differ 
quantitatively rather than qualitatively. In this respect, 
psychiatry is probably different from many other special- 
ties as it is apparent that the type of treatment provided 
for a psychiatric patient is determined more by the pa- 
tient’s dependency needs than by his psychiatric diag- 
nosis, whereas in specialties such as surgery it is more 
frequently the medical diagnosis and the need for spe- 
cific hospital procedures which determine the type of 
treatment provided. 

We are all well aware that many schizophrenics are 
functioning at some satisfactory level in the community, 
whereas others, who would be considered less sick on a 
straight psychiatric assessment, require hospital care. 
Schizophrenics are not usually admitted to the hospital 
because they are diagnosed as suffering from this condi- 
tion but because along with this condition they are un- 
able to function in a socially acceptable manner. Our 
objective in treatment is not to make sure that a schizo- 
phrenic no longer has delusions or hallucinations, but 
rather to be sure that his behavior will be socially ac- 
ceptable. Many of our so-called cured schizophrenics 
still have delusions but they have learned not to act on 
the basis of these and can function in an acceptable 
manner. 


COMMUNITY ATTITUDES 


If we are to provide programs designed to develop 
the maximum function attainable with the patients’ total 
resources, we must also consider the community’s atti- 
tude and the community's assessment of maximum func- 
tion. If one considers the mores of the average North 
American community, one quickly observes that a “nor- 
mal” day consists of three eight-hour periods—eight hours 
of work, eight hours of recreation, and eight hours of rest. 
While many individuals vary from this community aver- 
age, we can be sure that anyone who deviates substan- 
tially is all too often critically assessed by his friends and 


associates. I regularly ask groups of people, “Who in our 
community does not work?” The two answers I always 
receive are, “Those who are sick,” and “Those who are 
lazy.” It is strange that these two answers are almost 
always given, even though in the Montreal area there is 
continuing serious unemployment. Even after this mat- 
ter of unemployment is raised, it is not uncommon to 
find a group replying, “They could work if they wanted 
to.” This community judgment seems to apply to the 
rich as well as to the poor, to housewives, to students, 
and to breadwinners. We have certainly found that pa- 
tients will not do well on discharge unless they are capa- 
ble of working according to the mores of their particular 
group. A school-child must study, a single girl, if not 
employed, must help with the household chores, a house- 
wife must do her housework, and so on. 


MOTIVATING FACTORS 


The development of an inpatient program which can 
bring a person to maximum work or vocational function 
is handicapped by several community attitudes. Just as 
the community says the sick do not work, so it also says, 
“The sick are cared for in a hospital,” and “When I am 
sick and in a hospital I do not work.” It thus becomes 
essential in the development of a full rehabilitation pro- 
gram to consider those things which motivate a person in 
the community to work. It is interesting to discuss these 
motivating factors with different groups of people. I find 
that student nurses almost always answer in the follow- 
ing order: “I work to gain personal satisfaction,” “I work 
so that I can help others,” and “I work for money.” On 
the other hand, male attendants-in-training almost always 
reverse the order: they work for money, to help others, 
and for personal satisfaction. 


A further breakdown of these motivating factors 
shows us that when people say “I work for personal 
satisfaction,” they really mean they would like to’do some- 
thing which they enjoy doing and which other people 
regard as important. When they say that they work to 
help others, we frequently find that their families or as- 
sociates have been engaged in the service professions, 
and that, as a result, they are really looking for an activ- 
ity where they will be associated with such individuals, 
who will give them recognition for the services they 
perform. The last factor, that of earning a living, is a 
highly variable one, which has become increasingly more 


- difficy]t to assess in our North American society. As more 


and more work situations are developed in which it is 
not easy to find personal satisfaction and community rec- 
ognition for the work performed, a greater emphasis has 
been placed on the material reward which can be ob- 
tained from higher wages. While all of the above are 
highly complex and difficult to evaluate, they are of the 
utmost importance in planning the rehabilitation of psy- 
chiatric patients. 

It is quite apparent that the rehabilitation of a well 
educated individual with a good employment record and 
sound vocational training is not difficult at all. Such a 
person, subsequent to an acute depression or other epi- 
sode of illness, is generally quite capable of self-rehabili- 
tation. 
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There are also women patients who are married and 
whose vocation in life is to be a housewife. Generally 
speaking, they do not require vocational training and, if 
their illness is controlled to the point where they can get 
along well with their family, can rest well, and can find 
satisfactory social contacts, they return to their normal 
activity and do reasonably well, at least between the 
episodes of illness. 

There is an increasingly large number of geriatric 
patients who can get along well in the community if they 
are well oriented, able to rest properly, and capable of 
filling the “elder statesman” role. For example, we have 
found it possible to place some elderly women in the 
community by finding suitable homes in which they can 
assume the normal grandmother role. 

Finally, there are those patients who constitute the 
hard core of our rehabilitation problem. These are pa- 
tients with an incomplete education and a very poor vo- 
cational record. They fall into many diagnostic cate- 
gories, but prominent amongst them are psychiatrically 
ill patients who are also mentally retarded; schizophren- 
ics who had their first breakdown before they quite 
finished their schooling; and the psychopaths (or socio- 
paths) who did not succeed in applying themselves for 
a sufficient length of time to gain a basic education. The 
rehabilitation of these groups is as much a matter of ed- 
ucation as it is of psychiatry, but that is not to say that 
rehabilitation should be carried out apart from psychi- 
atric services, since these people certainly require treat- 
ment in a psychiatrically oriented facility. The problems 
of rehabilitation for these groups are essentially different. 

The psychiatrically ill person who is also mentally 
defective frequently requires training, assessment, and 
special placement to enable him to obtain a position in 
society compatible with his level of intelligence and in 
which he will not be either subject to too much demand 
or placed in a position so inferior that it fails to give him 
satisfaction. 

The schizophrenic, on the other hand, has suffered 
basically from a failure of maturation, particularly in the 
area of interpersonal relationships. His rehabilitation is 
primarily a matter of conditioning or “treatment” so that 
he can at least function interpersonally at a socially ac- 
ceptable level. At the same time he must be given suffi- 
cient academic and vocational training to enable him to 
establish a satisfactory place for himself in society. 

The third group, namely the psychopaths, are a 
much more difficult problem. Intellectually they are 
seldom handicapped but the normal motivation for so- 
cially acceptable function seems to be lacking in them. 
By the time we see these patients in our adult services, 
they have generally learned that there are easier ways 
than working to obtain a certain standard of living, and 
that there are ways quite apart from making a useful so- 
cial contribution, to gain a form of recognition. For these 
individuals, we find that time is of the essence. They must 
be placed in an environment where the causes of their 
illness will be understood, and where they will be treated 
fairly and consistently. Since they fluctuate between the 
ability to accept responsibility and the need to have it 
withdrawn, constant adaptation to this changeability is 
vital. 
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Thus a comprehensive rehabilitation program must 
rest on the following principles: 


1. A complete assessment of the medical, psychi- 
atric, vocational, and social potentialities of each individ- 
ual patient. 

2. Adequate specific and general treatment for the 
psychiatric disability diagnosed. 

3. Academic and vocational training which will en- 
able the person to contribute in a socially acceptable way 
to the society in which he lives. 

4. Vocational and social placement determined in 
accordance with the patient’s medical, vocational, and 
social handicaps or potentialities. 


To carry out such a program all of the diagnostic 
services must be conscious of the need for complete as- 
sessment rather than concerned only with the specific psy- 
chiatric disability which presents itself. Secondly, the 
treatment service must be supported by a program de- 
signed to enable a patient to function according to the 
mores of the community, with particular concern for 
work, recreation, and rest. Thirdly, for adequate place- 
ment in the community, a series of facilities must be de- 
veloped ranging from residential rehabilitation centers 
through sheltered workshops and foster-homes. 


DRUGS AND PSYCHOTHERAPY 


I have carefully avoided a discussion of psychological 
and pharmacological support for the patient during re- 
habilitation. This is because of a fundamental belief that 
these are only a part of a comprehensive treatment pro- 
gram. If they are taken out of perspective, there is too 
much tendency to feel that drugs and psychotherapy 
alone can be sufficient in the treatment of ail our patients. 
It is true that a considerable number of patients can func- 
tion adequately on the basis of one or both of these meth- 
ods of treatment, and that patients undergoing the proc- 
ess of rehabilitation must, of course, receive the appropri- 
ate drugs and the required psychotherapy. But such 
therapies alone do not constitute a comprehensive re- 
habilitation program. We must always remember that a 
very anxious woman can get along quite well at home 
provided she does not disturb her family’s normal es- 
sential activities. On the other hand, an anxious woman 
who interferes with her husband’s normal rest and pre- 
vents him from earning a living will very soon find her- 
self in the hospital. Conversely, a man who can earn a 
living will be able to function in the community with 
much greater success than can the man who does not 
work to support his family. The judgment of the com- 
munity regarding the state of health of our patients will 
always be based on their ability to fill a useful and con- 
tributory role in society, to use their leisure time profit- 
ably, and to rest during the expected periods. A person 
who can function on this basis is well in the eyes of the 
community. Regardless of how well we may say an 18 
year old schizophrenic girl is, she will be sick in the eves 
of her mother if she cannot be a mother’s helper. And if 
we insist she is well, then her mother will say, as I have 
so often heard, “Doctor, if she is not sick then she must 
be lazy.” 
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The following items appear to be all-important if our 
programs for the rehabilitation of patients are to be effec- 
tive: 

1. A change in the traditional attitude regarding the 
role of the psychiatrist. As in other fields of medicine, the 
concept of “cure” seems to be detrimental rather than 
helpful. We must see psychiatric illnesses as part of the 
life history of the individual and we must see adequate 
treatment as being concerned, not only with signs and 
symptoms, but with the ability to function as a useful 
contributing member of society, self-supporting and able 
to exist harmoniously with family and with society at 
large. 

2. Psychiatric treatment per se is only one of the re- 
sources available to.our patients whether they be treated 
as inpatients or outpatients. The improvement of com- 
munication between our services and other community 
services which can help people who are unable to func- 
tion effectively is essential. 

3. While the basic attitudes of the community are 


in need of change, more effective change may result from 
involvement in activities other than the traditional pub- 
lic education ones. The community should be involved 
in the further development and expansion of day-care 
centers, residential centers, social rehabilitation centers, 
vocational training centers, and sheltered workshops. As 
the community becomes involved in these programs, un- 
derstanding of the needs of patients with psychiatric ill- 
nesses will increase and attitudes toward such patients 
will undoubtedly change. Concurrent with this change 
one might reasonably anticipate improved attitudes in 
the matters of employment, rehabilitation allowances, 
and other community benefits which must be established 
if the patient is to feel secure and remain well. 

4. Lastly, it does appear that the psychiatric patient 
has one great need regardless of our team approach or 
the resources which we may develop to assist with his 
rehabilitation, namely, the need for a relationship with 
one person to whom he can turn with confidence and with 
the assurance of understanding and acceptance. ° 


THE ANATOMY OF DEDICATION 


WE TOss AROUND that word “dedication.” But no one 
seems to haye listed the ingredients. We know what 
dedication is not. A dedicated person need not neces- 
sarily be intelligent, efficient, or competent. Nor does 
dedication imply intransigence. So long as he moves 
toward the goal, the dedicated person is willing to com- 
promise on means. 

In the hospital, the dedicated employee is proud of 
his work, and wants to be assured that it is an indis- 
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pensable part of the whole hospital program.  Self- 
respect is essential to dedication—and it will pay the 
superintendent and personnel people to think of how an 
employee's self-respect may be maintained. This need 
not mean any effort to aggrandize the employee since 
self-denial is also a part of dedication. The problem fs 
to make him enjoy his own self-denial—his not watching 
the clock, for instance, or his doing things beyond the call 
of duty. Dedication requires patience plus persistence. 
Short-term goals are rare in our work, and the dedicated 
employee must be shown how to remain undiscouraged 
at the slow pace of progress. 

A distinguishing feature of the dedicated staff mem- 
ber is his willingness to yield on procedures and fight on 
principles. Even Abraham Lincoln had to compromise 
with petty politicians—or he would never have been 
nominated. Every hospital official says that he will never 
do anything to hurt patients—and this is the touchstone 
of compromise. But every man must draw that line for 
himself. He who draws it so close that he never yields 
is not dedicated; he is pigheaded. And the one who 
draws the line so far away that he is always quick to 
compromise is not dedicated either: he is an opportunist. 

The dedicated man sets his sights high. He aims, 
perhaps, to hit the moon: this has been done and can be 
done again. He does not set his sights at the north star. 
Fatuous idealism will drain all his energies and devotion 
into nothingness. 

He eats up his work as he eats a good meal: with fine 
appetite and unmistakable relish. The essence of dedi- 
cation is not abstract virtue: rather, it is unfailing zest. 
The superintendent who wants a dedicated staff will first 
select those with zest—for this he cannot give them. For 
the other qualities, the road-map is there if he will but 
follow it. 
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Religion, 


Psychiatry, 
and the 


Geriatric Patient 


Ed. Note: This is a synopsis of a paper presented at the 
Annual Conference of Pastors in November 1959, at the 
Osawatomie State Hospital, Kansas, where the author 
was director of the Geriatric Treatment and Research 
Unit. 


Ir WOULD BE DIFFICULT to overstress the importance of 
the close relationship which exists between psychiatry 
and religion. Frequently both deal with the same prob- 
lems and aim for the same goals. Psychiatry is principal- 
ly concerned with patterns of behavior and must of nec- 
essity take moral issues into account. Religion seeks to 
stimulate changes in behavior patterns and offers motives 
and rewards, mainly from an eschatological frame of ref- 
erence. Through the services of psychiatry we are better 
able to see and evaluate the motivations basic to be- 
havior patterns. Religion is concerned with our behavior 
principally as it affects those with whom we come into 
contact, and we are exhorted to love our neighbors as 
ourselves in all our interpersonal relationships. Psychia- 
try is also concerned with interpersonal relationships and 
our adjustment to and moulding by society. 

There is no area in psychiatry where religion is more 
important than in dealing with the problems associated 
with the process of aging. Jung clearly recognized this 
when he stated: “Among all my patients in the second 
half of life there has not been one whose problem in the 
last resort was not of finding a religious outlook on life. 
It is safe to say that everyone of them fell ill because 
he had lost that which the living religions . . . have given 
to their followers and none of them has really been 
healed who did not regain his religious outlook on life.” 

As people grow older they become more concerned 
with the problem of finding a meaning for their life. As 
they look back over the years, and unfortunately many 
of them have little else to do, they raise the questions of 
“why” and “wherefore.” They become more concerned 
with the problems of existence and of their individual 

relationship to the cosmos. Death suddenly becomes a 
reality which has to be considered as an imminent event. 
Anxiety is one of the commonest presentments which we 


1Jung, Carl G.: Modern Man in Search of a Soul, New 
York, Harcourt, Brace, 1933. 
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see in the geriatric patient and this is what we might ex- 
pect if we agree with Paul Tillich, the theologian, when 
he states that anxiety is the emotional response which 
follows a realization of the threat of nonbeing or mean- 
inglessness in one’s existence. 


PROBLEMS OF THE GERIATRIC PATIENT 


Loss of Memory: Loss of memory constitutes one 
of the biggest problems that the aging individual has to 
face. In the past it was widely assumed that developing 
organicity accounted for the complete clinical picture of 
failing ability to recall, but this is by no means the case. 
Many psychological factors play an important role here, 
and we must consider not only what motivation the 
patient has to recall events, but also what significance 
the content of the forgotten material has in the light of 
the patient’s personality and psychological needs. 

Narcissistic Losses: The loss of love objects is of ex- 
treme importance to the geriatric patient, and the manner 
in which he deals with this problem will, in a large 
measure, determine the level of emotional adjustment to 
which he will gravitate. One of the first losses of this na- 
ture occurs in females in the pregeriatric age period 
known as the menopause. This can be experienced as 
a severe narcissistic loss to the patient because it means 
her loss of function as a woman. The appreciation of this 
fact is one of the basic causes for the development of 
severe depressive reactions at this time. It is unfortunate 
that shortly after this event occurs, many mothers receive 
their second severe narcissistic loss—namely the loss of 
the children from the parental home. To the mother, who 
has lived and planned all her life for the welfare of her 
family, this is a serious blow. While the children were at 
home, mother was a very significant person. She had a 
distinct sense of being needed and being useful. In many 
cases, when the children leave home, this sense of use- 
fulness leaves with them. The male patient, at about this 
same period in life, is faced with gradually decreasing 
sexual potency, and this can be a severe narcissistic loss 
for him. 

Loss of Self-Esteem: Low self-esteem is at the root of 
many of the psychological changes seen in geriatric pa- 
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Request to Readers 


| Personal conversations with our authors during 
meetings often reveal the fact that they have re- 
_ ceived many letters of comment, congratulations, 
| or criticism on their published paper. Because of 
_ the wide personal acquaintance among those who 
work in hospital psychiatry, such correspondence 
usually goes directly to the individual rather than 
being sent through MENTAL Hospira.s. 
It would be of great assistance to the Editor 
and his staff if the writers or the recipients of such 
letters would send us a copy. Not only would it 
help guide us in our selection of material for pub- 
lication, but, in many cases, permission to publish | 
the comments would help make Menta Hosprrats | 
a real forum for the discussion of current issues. | 
Your cooperation would be appreciated. 


tients. Our whole culture is based on the idea that our 
usefulness as individuals is closely related to our produc- 
tivity. Our sense of values is closely related to material- 
istic standards. Thus, the geriatric patient who feels that 
he has lost his usefulness experiences a rapid fall in his 
self-esteem. 


REACTIONS IN THE GERIATRIC PATIENT 


Suspicion and Paranoid Features: A common psy- 
chotic reaction seen in the geriatric patient is associated 
with severe disorganization of the personality and the de- 
velopment of suspiciousness and paranoid features. When 
this picture is seen, it is almost certain that the psycho- 
pathology has been produced as a reaction against ex- 
tremely low self-esteem. In fact, the self-esteem appears 
to be in recriprocal relationship to the severity of the 
paranoid ideation. With the gradual awareness of his 
increasing incapacity to perform as he once did, the 
geriatric patient is inclined to project his own short- 
comings onto others. 

Denial: The geriatric patient makes extensive use 
of the primitive mechanism of denial. When problems 
arise which are too stressful and difficult for the patient 
to deal with, he attempts to solve the problems by deny- 
ing that they exist. When he becomes concerned with 
the advancing years, illness, and possible death he uses 
every means at his disposal to deny the present situation. 

Depression and Loss of Interest: In younger patients, 
depressive reactions are frequently associated with the 
inability to express hostility. This type of reaction is 
seen with much less frequency in the geriatric patient, 
who generally presents a milder form of depression often 
associated with a recent narcissistic loss. 


Hypochondriasis: It is not unusual to find geriatric 
patients presenting numerous somatic complaints which, 
upon investigation, prove to have no demonstrable or- 
ganic basis. Generally, the production of such symptoms 
is a last resort and they may serve two useful purposes. 
In the first place a physical complaint is an excellent 


method of denying emotional disturbance and the symp- 
tom is thus a protective device to safeguard the patient's 
failing self-esteem. The development of such symptoms 
may also be evidence that the patient has failed in his 
attempt to win the love, respect, and continued appreci- 
ation that he so desperately craves. When he becomes 
convinced of his failure to accomplish this, he attempts 
by illness to coerce his friends into giving him love and 
attention. 


COOPERATIVE TREATMENT POSSIBILITIES 


Geriatric individuals have certain problems, fears, 
and needs, and in many instances these can be resolved 
by the pastor and the psychiatrist working in coopera- 
tion. During the patient's hospitalization the psychiatrist 
has been able to point him in the direction of recovery 
and has aided him with his first faltering steps. Once 
the patient is in the community again, it is of extreme 
importance that he continue on this path of recovery, 
and his pastor is well equipped to help him. 

As we have already seen, the patient will be con- 
cerned with the fear of death, although he may use de- 
vious methods of denying it. This fear of death may be 
one of the causes of the free- floating anxiety often seen 
in the geriatric patient, and may freque ntly be expressed 
by severe insomnia. The patient is afraid to go to sleep 
because he realizes the possibility that he may never 
awaken again. 

The pastor must always be on the lookout for this 
fear of death, disguised though it may be. The more the 
patient denies it, the more he wants someone to break 
through his shell and discuss the problem with him. If 
the pastor himself feels comfortable with the thought of 
death, his sense of security will be communicated to the 
patient. He should never be afraid to discuss death with 
the individual, and should explain what it means with- 
in his particular theological frame of reference. This is 
often comforting to the patient. Reluctance on the part 
of the pastor to discuss death may be a further indica- 
tion to the patient that it is something about which he 
should feel anxious. 

The patient will frequently approach the pastor with 
evidence of severe guilt feelings. If the guilt is on the 
level of consciousness, the patient may receive help from 
consideration and application of some means of expiation 
and atonement. In such cases the services of the pastor 
are invaluable. However, the patient may feel guilty 
and unworthy and yet be unable to give any clue as to 
why he feels this way. In such cases, directions toward 
a method of atonement will be of no avail, and once the 
pastor recognizes such signs he should immediately refer 
the patient to a psychiatrist. 

Guilt feelings may have another import for the 
patient, as a recent case of mine will demonstrate. This 
patient came to me because he felt he was doomed, and 
bound for perdition, and that nothing could ever be done 
to change the verdict. He was able to verbalize his feel- 
ings of guilt, but he was unable to give an explanation. 
Repeated interviews with the patient under the influence 
of sodium amytal sedation gave no indication of what 
the hidden cause of his guilt feelings might be. Observa- 
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tions by the late Karen Horney! have suggested that 
guilt feelings can be the result of a fear of disapproval. 
She pointed out that often a patient will find it extremely 
difficult to talk about certain experiences or thoughts be- 
cause he feels so much guilt about them, or better be- 
cause he believes he feels guilty. When he has gained 
sufficient confidence to talk about these experiences or 
thoughts, and recognizes that they do not meet with dis- 
approval, the “guilt feelings” vanish. In the case just 
cited the patient’s guilt feelings disappeared within a 
week after I emphasized to him that I did not disapprove 
of him and thought he was worth trying to help. 

In his personal dealings with geriatric individuals, 
the pastor, like the physican, must remember that the 
older people become, the more they need explanation, 
support, encouragement, and appreciation. The mechan- 
ism of denial is best met by an explanation that the pastor 
realizes why the patient feels it necessary to do this, and 
then by support in a reality-oriented fashion. Recently 
I had to admit a chronic paranoid schizophrenic patient 
who had been trying desperately to make it on the out- 
side. For her, admission to the psychiatric hospital was 
the greatest possible blow to her self-esteem. Right un- 
til the moment that the ward door closed behind her, she 
insisted that she was here only for the purpose of visit- 
ing me. When she became convinced that she was to 
be really admitted, she commenced to deal with the prob- 
lem in a characteristic way. When I went to see her one 
day, she was wearing a headscarf on her head rather 
like a nurse’s cap. She approached me saying: “Doctor, 
if you are going to the nurses’ meeting, I am going too, 
for I am a nurse.” There was some truth in her state- 
ment, for she had been of immense help in nursing and 
taking care of some of the less fortunate patients. She 
insisted on accompanying me to the meeting until I ex- 
plained to her that I understood why she felt she had to 
deny that she was a patient in the hospital. After a 
moment she replied: “Thanks, Doc, I know I’m not a 
nurse, and you know I’m not a nurse, and thanks again.” 
She left me and I proceeded to the meeting. 

It appears to be a rapidly growing practice in our 
churches to segregate the old from the young. Separate 
meetings are scheduled for the teenagers and for the 
older members, and this is both necessary and advanta- 
geous on occasion. However, there should be many 
meetings of a combined nature and of a social type for 
the mutual participation of young and old. As a rule, 
the geriatric individual has no great desire to mix con- 
stantly with the young, but he is liable to become dis- 
turbed if he gets the idea that the pastor thinks such 
segregation is necessary. Combined activities will give 
him a sense of belonging to the community as a whole 
and not just to his own particular age group. 

The older we become the more we are likely to en- 
joy manual tasks. Many patients learn hobbies and crafts 
as part of their treatment in the hospital. They spend 
many hours every week in occupational therapy. Per- 
hans the church might be able to arrange a weekly arts 
and crafts class for elderly people. In such a class they 


1Horney, Karen: The Neurotic Personality of Our Time, 
New York, W. W. Norton & Co., 1947. 
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This Month’s Cover 


The warmth within, the glistening snow, the work of day now done. 
The suffering, the healers, gathering as one. 
Some are winning, some have failed, some will try again. 
The lighted windows manifest each man’s concern for men. P 


Artist George Doty has captured 
the symbolic warmth of the De- 
cember season in his cover ren- 
dition of this building at Moose 
Lake State Hospital, Minnesota. 
The picture was sent by Irwin J. 
Peterson, at the request of Mir- 
iam Karlins, State Volunteer 
Services Coordinator for Minne- 
sota. 


will once again be productive and so will feel useful. 
Their self-esteem will rise and they will have the addi- 
tional advantage of socializing with one another. 

The geriatric patient longs for a continued sense of 
usefulness. He wants to be appreciated for his produc- 
tivity even though this may be of a limited nature. One 
of the most gratifying experiences he can have is to feel 
that he has a sense of mastery. Perhaps he can only 
potter around in the garden or help to look after some 
chickens, but even this gives him a certain sense of 
mastery and usefulness which is essential if the individual 
is to reach an adequate level of emotional adjustment. 


OUR COMMON GOAL 


I will conclude by repeating what I have previous- 
ly written on the problem.' “Mental health in the geri- 
atric patient depends not only on physical factors, but 
upon social, economic, and religious factors as well. In 
order to be contented in his old age, the geriatric patient 
requires such interests as hobbies, religion, work, and 
other avocations. We must remember that no person 
and no geriatric patient can live in a vacuum, and while 
it is our aim that these patients, either in the hospital 
or in the community, should reach an adequate level of 
emotional adjustment, we must give them something to 
which they can adjust. This is the goal of our treatment 
program in the hospital, and it is absolutely essential 
that this be maintained after the patient returns to the 
community. If we all could put ourselves in the shoes 
of the geriatric patient on the day that he is scheduled 
to leave the hospital, and experience the fear that he has 
of losing the place he formerly enjoyed in the commu- 
nity; the feeling that he has of having outlived his use- 
fulness; his tremendous sense of loneliness and the fear 
of not being wanted by anyone in the future, then we 
would be able to get close to these patients; we would 
be able to understand and help them and, thus, have 
attained our common goal.” 

(Acknowledgement is made by the author to Mrs. 
R. Price, social worker, whose excellent social histories 
contained much of the information used in the formula- 
tion of these concepts. ) ° 


'Osawatomie State Hospital Workshops, Care, 8:10, Oct. 
1959, Kansas State Department of Social Welfare. 
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Compazine Spansule’ 


brand of prochlorperazine 


in the hospital 


The convenient qizh ‘Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend less time administering medication and 
more on other forms of therapy. Also, ‘Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i.d. 
tablet medication to ‘Spansule’ capsules, the 
money saved treats an additional patient. 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 
out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 


for high-dosage regimens in hospitals) 75 mg. 


SMITH 
KLINE & 
FRENCH 


leaders in 


psychopharmaceutical 
research 


Smith Kline & French Laboratories, Philadelphia 
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SOME YEARS AGO, in a state hospital which had just start- 
ed using the newly developed ataractic drugs on a re- 
search basis, the director of nursing education, a veteran 
of some 20 years in the hospital, expressed quite simply a 
problem which has since become recognized as one of 
the greatest challenges posed by the use of the drugs: 

“My problems are multiplied,” she said ruefully. “The 
patients aren't disturbed any more, so we put up drapes, 
bought rugs, goldfish, and potted plants. But while I 
used to teach my student nurses and attendants how to 
handle disturbed patients humanely and kindly, but firm- 
ly, I don’t have to teach them this any more. So what am 
I to include in my nursing curriculum?” 

Several years later, the World Health Organization 
expressed the dilemma in more detail:' 

“In considering the impact of the pharmacotherapies 
on the management and treatment of mental disorder in 
a mental hospital, one is apt to be reminded of the vio- 
lent changes brought about by the past introduction of 
other somatic therapies, such as deep insulin coma, elec- 
troplexy, and the lobotomies. Each of these has wielded 
changes, based essentially upon relatively short-term re- 
sults; only in recent years could these be viewed against 
the perspectives of long-term follow-up studies. The 
changes in management, and the attendant changes in 
attitudes, however, have stayed and become cumula- 

“, . . The impact of the drug therapies on mental 
hospital population is essentially threefold. They have 
altered the immediate management and treatment of cer- 
tain types of acutely disturbed psychotic patients; they 
have mobilized large chronic populations hitherto se- 
cluded in the continued treatment units of the average 
mental hospital; and, in individual cases, they have made 
possible measures of rehabilitation which would have 
been very difficult to achieve in their absence. Lastly, 
they have increased and made more urgent the contacts 
between the mental hospital and the community. In 
terms of all these effects the drugs are wielding profound 
changes in staff attitudes at all professional levels. . . . 
There seems little doubt, on the evidence so far available, 
that the drugs have confronted the hospital staff with a 


1Tech. Rep. 152: Ataractic and Hallucinogenic Drugs in 
Psychiatry, Rep. of a Study Group: Geneva, 1958. 
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challenge unlike any challenge experienced during simi- 
lar periods of transition in the past. . 

Today the old time-worn categories of “violent,” “un- 
tidy,” “acutely disturbed,” “withdrawn”—all based on be- 
havior—have become less meaningful. The drugs have 
reduced violence to an incident. As the turbulence of 
their symptoms recedes, patients reveal treasures in the 
form of human potentials. No longer masked by un- 
healthy behavior, healthy characteristics begin to appear. 
A man, hitherto isolated and mute, reveals undeveloped 
artistic talent; an elderly woman, formerly withdrawn, is 
capable of making a small, human contribution of affec- 
tion to her grandchildren; a wife, formerly alienated from 
her family by her violent behavior, is plainly able to re- 
sume some of the duties of a wife and mother. The more 
“ordinary” becomes the behavior of the patients, the more 
individuality each one reveals. 

This is the challenge which the nursing educators 
have met bravely and are continuing to meet. Today 
they teach all ward personnel that, for every unfulfilled 
potential in a patient now accessible, there is a need 
which must be met—a normal, human need, not a patho- 
logical one caused by the illness. The task of ward per- 
sonnel is to observe, to report, to understand, and to meet 
these needs. 

The nursing service is no longer protectively cus- 
todial, but subtly observant, warm, and friendly. Now 
that nurses and aides are living with “people” instead of 
struggling with “patients” during their working life, there 
is a lessening of their own feelings of tension and isola- 
tion. Now they can go home with some sense of accom- 
plishment, of richness, not to be obtained by preventing a 
man from hitting his head against the wall. Now they 
can remember how Mr. Smith suddenly picked up an old 
guitar and revealed an unexpected talent for folk sing- 
ing, or how Mrs. Jones, working on a child’s dress, talked 
at some length about her own children, after months of 
silence and withdrawal. 

And with their daily awareness of the patients as 
people has come something else—a personal recognition 
that there is a role for the community to play; that their 
friends and neighbors, as well as they themselves, are 
capable of giving something which these people need 
and will continue to need after discharge. So the ward 
workers have become, in a quiet, sometimes unnoticed 
way, enthusiastic missionaries to their fellow citizens. 

Many of the drugs are untested; they have not been 
with us long enough for proper evaluation. They do not 
cure, and we are still far away from the answers to the 
mysteries of most mental illnesses. But, while the drugs 
did not cause the development of the therapeutic com- 
munity, did not lead directly to better hospital-commu- 
nity relationships, they have certainly facilitated and 
contributed to these movements. Let us be grateful, not 
only for the assistance of the drugs, but also for the quick- 
ness, the courage, and the creativity of the nursing edu- 
cators and the ward workers who saw the opportunity, 


and helped us to harness this new helper. 


Morente, WD, 
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By HOWARD M. FEINSTEIN, M.D. 
Resident Physician 
Massachusetts Mental Health Center, Boston 


The Young Psychiatrist in Military Service 


PsYCHIATRY HAS GROWN MUCH from the experience of the 
military services during two world wars. The multiplicity 
of emotional illnesses resulting in noneffectiveness drew 
attention to the vast need for physicians trained in this 
area. Many psychiatrists increased their professional 
skill and understanding, handling millions of men who 
could not meet the demands of their society and function 
in the soldier role. 


In the period between wars, however, military service 
seems less pressing and more burdensome, particularly 
to the young physician who has two more years added to 
an already lengthy training period. Thus he is likely to 
overlook the unique professional experience afforded by 
military psychiatric practice and postpone, if possible, 
his service obligations. Having recently completed a tour 
of duty in the Army Medical Corps, I am writing this 
article in an attempt to inform other residents and also 
to remind psychiatric educators of the abundant oppor- 
tunities for the maturation of a psychiatrist in the armed 
forces. 

The military psychiatrist is in a unique position to 
study and treat behavioral deviations. During civilian 
residency, it is common for clinical experience to be 
limited to the social group served by the training hos- 
pital. The resident who trains in a small, private institu- 
tion may never know the indigent man who is mentally 
ill. The large public institution is filled with mentally ill 
individuals from lower classes but rarely provides the 
resident with an opportunity to become intimate with the 
language and problems of the leaders of society. The 
military psychiatrist, on the other hand, becomes familiar 
with the failures of adjustment at every level of military 
society—through the enlisted ranks to the general staff. 
He is not class-bound by his patient-bias in viewing mal- 
adjustment. 

Increasing the range of human experience takes 
place in other ways in the military setting. The bias of 
regionalism is overcome. Rare is the urban-trained psy- 
chiatrist who has devoted time to understanding and com- 
municating with someone from the backwoods who has 
never heard of Sigmund Freud but who is in emotional 
difficulty. The military psychiatrist works daily with 
maladjusted service men from all backgrounds and from 
every section of the United States, and he is presented 
with the perpetual challenge of talking a mutually 
understandable language with each of them. For the 


physician who wonders about the cross-cultural validity 
of his dynamic concepts, here is his opportunity to test 
them in other subcultures—not with statistical accuracy 
perhaps, but with resulting increased awareness of his 
own limitations. 

Military psychiatric practice is unique not only be- 
cause of the range of classes and subcultures encom- 
passed. The military psychiatrist is an active participant 
in the life of the community he serves. The physician 
in a civilian setting (or residency), who stays closeted 
with his patient, is limited in his ability to assess what has 
taken place outside of his office. In contrast, his military 
colleague knows the major environmental shifts, such as 
overseas shipments and separation from family, because 
he experiences them himself—he lives within the same 
milieu. He knows intimately the reality factors which 
may precipitate the role change from soldier to patient. 
Furthermore, he can freely communicate with unit com- 
manders or other key figures to take realistic measure of 
the patient’s world. Questions of professional confidence 
limit this approach in a civilian setting. 


Other practices indigenous to the military medical 
setting provide unusual opportunities for the research- 
oriented physician. He has access to complete records of 
all medical contacts from the patient’s date of entrance 
into the service. Frequently one encounters records cov- 
ering fifteen or twenty years of service which can docu- 
ment the insidious development of psychiatric disease 
processes. In addition, follow-up of patients is easily 
controlled. The physician who is interested in the results 
of therapy in any individual, or in studying a large group 
participating in a research project, can have the patients 
brought back with a high expectation of their appearing 
as appointed. By not being dependent upon voluntary 
participation, he has an unusual opportunity for studying 
this population. This is especially useful in an outpatient 
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setting. Obviously, civilian installations cannot have as 
much control for investigation in this area. 

In addition to providing diverse clinical experience 
within an environmental field known to the doctor, mili- 
tary service may extend professional activity into more 
unfamiliar areas, such as legal psychiatry, penal psychia- 
try, or psychiatric administration. Unless the civilian 
training hospital cooperates with the courts or other 
social institutions in the evaluation and management of 
legal offenders, psychiatric residents are likely to have 
little more than academic knowledge of this area. Penal 
and legal psychiatry are integral parts of military psy- 
chiatric practice. Violations of the military code often 
signify failing social adjustment. The psychiatrist is 
called upon to aid military authorities at all stages of 
disciplinary action. Pretrial psychiatric evaluations are 
made when questions of mental illness and legal culpa- 
bility are raised. In performing such an evaluation, the 
young psychiatrist may, for the first time in his career, 
be called upon to force medical terminology and experi- 
ence into the rubrics of “legal sanity.” During a trial he 
may be called upon to testify either in person or through 
written report. Here he can gain experience in trans- 
lating technical findings into language which is under- 
standable to nonmedical members of the court. After 
sentencing has taken place, he is often called upon to 
participate in managing the prisoner within the confine- 
ment facility. 


Military experience also brings the psychiatrist into 
contact with a very special type of public health prob- 
lem. The military code sets up restrictions, some of which 
are unusual in the civilian setting. Many minor offenses 
which would go undetected outside the service are pun- 
ishable under the code. This brings many minor of- 
fenders, whose actions are symptomatic of characterologi- 
cal difficulties, to the attention of mental health services. 
Since civilian training is largely hospital-oriented, the 
resident is likely to have experience only with extreme 
examples of character and behavior disorders. Upon 
entry into the military service, the young physician may 
well be astounded by the tremendous number of young 
men who are crippled by brittle behavior patterns. The 
opportunity to observe the large numbers of noneffective 
personnel makes him realize the futility of using face-to- 
face or back-to-couch therapy in coping with this health 
problem. 

There are other subspecialties within the field of psy- 
chiatry in which trainees do not usually participate until 
late in residency programs—often in an additional year 
of training. Though the resident usually has responsi- 
bility for ward management, he is rarely charged with 
other problems of administration. It is not uncommon for 
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the service psychiatrist to be called upon as an officer to 
assume charge of the administration of his unit. Though 
securing adequate supplies, maintaining record systems, 
or hiring secretarial personnel may seem tedious chores, 
they are nonetheless often necessary, and may provide 
invaluable experience for those who plan office practices. 
In fact it is good practice for any physician to be aware 
of the problems of operating a psychiatric facility, so 
that he may be more appreciative of the efforts of others 
in this field. 


There is ample opportunity for teaching within the 
framework of military psychiatric practice. Teaching is 
necessary at professional and nonprofessional levels. The 
military services have developed a system which utilizes 
nonprofessional personnel who are service-trained to 
assist workers in the mental health field by performing 
such professional activities as taking social histories. The 
psychiatrist often helps train such men within his own 
unit or in service schools. Teaching may extend outside 
the psychiatric unit in the form of lectures to nonmedical 
personnel, covering specific problem areas such as alco- 
holism or suicide. The school authorities on the post 
may call upon the psychiatrist to participate in P.T.A. 
speaking programs. In the civilian community most of 
these services are usually provided by older, established 
physicians, but in the transient military community such 
opportunities are open to the young psychiatrist. 

If the psychiatrist is to adjust himself to practice 
within the military framework, he must shift some of his 
values. Of necessity he thinks in terms of large bodies of 
men. The emphasis is on the goals of the group, and the 
welfare of the individual must oftentimes be considered 
of secondary importance. This shift, though justified 
by the needs of the service, may be difficult for a physi- 
cian to make, and he may become overly involved in 
“bucking the system.” All of his prior professional train- 
ing will have implicitly and explicitly emphasized indi- 
vidual well-being, particularly in the mental health field 
where so much attention is focused upon the microcosm 
of intrapsychic functioning, and the individual patient 
is the unit of interest. Even if the view has been ex- 
panded to a group approach, this is likely to be aimed 
at individuals through a social experience. On the other 
hand, the military psychiatrist's major goal is to support 
the military mission, and his primary unit of interest is 
the large group. The individual usually comes under 
scrutiny only because of interference with the operation 
of a group. Fundamental to psychiatric evaluation under 
these circumstances is an estimate of the individual’s 
ability or lack of ability to contribute to group effort. 
Individual therapy is justified if it restores, maintains, or 
increases the individual’s capacity to function effectively 
in his organization. At times, measures are taken which 
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are “therapeutic” for the group but which may be less 
advantageous to the individual. The psychiatrist may be 
called upon to implement such actions. Even if he does 
not make this change in values wholeheartedly, working 
within the framework of a different system will contrib- 
ute to his professional understanding. It throws into 
relief theoretical propositions implicit in one’s previous 
thinking. 

In addition to the professional experiences described 
above, military service offers some personal advantages 
which should be mentioned. The psychiatrist receives a 
substantial salary. For the first time since embarking 
upon a medical career he has an opportunity to move 
out of a slum apartment and off a spaghetti diet. In 
addition, the cost of maintaining a comfortable standard 


of living is relatively low at military installations, which 
are often pleasant, self-contained communities. This, 
coupled with the substantial salary, enables the young 
physician to save funds which will help finance further 
training or practice. 

This discussion has emphasized the positive side of 
military psychiatric practice. To some, the description 
may seem excessively biased in this direction. Certainly 
there are uncomfortable assignments and uninformed 
commanders, and separation from family and friends 
does take place. Colleagues and popular myth constantly 
describe the unpleasant side of military life. But to 
emphasize this and ignore the rich personal and profes- 
sional experience possible within the framework of oblig- 
atory service is a foolish error. . 


CentTrRAL State Hosprrat has solved several food 
service problems common in mental hospitals by install- 
ing a simple but systematic way of producing and serv- 
ing its own ice cream dessert. First, it solved a budget 
problem. Food and package costs are under 2% cents per 
portion, making ice cream the cheapest possible dessert. 
Secondly, it minimized the difficulty of serving dessert 
to a patient population with a high proportion of elderly 
people whose food must be easy to digest, appealing, low 
in calories, and nutritious. A single portion of ice cream 
gives patients a significant amount of needed calcium 
but it contains less than 200 calories, a favorable figure 
compared with many other desserts. And it is so popular 
that seconds and thirds are often wanted at meals as well 
as when it is served at patient parties. Third, the hospi- 
tal simplified the task of serving dessert to 10,000 patients 
who must get their food through 53 cafeteria-style dining 
rooms. Once the dessert is made, handling is kept to a 
minimum by the new method. 

The system works as follows: The ice cream making 
operation has been set up in an unused special diet sec- 
tion of one of the seven central kitchens where food is 
prepared. A ten-gallon freezer with compressor; a manu- 
ally operated paper-cup filler with a little conveyor; a 
twelve-foot steel table; and sets of racks and dollies for 
holding paper cups have been installed. A nearby small 
walk-in refrigerator formerly used to hold frozen foods, 
has been converted into a hardening room by adding an 
extra compressor to bring the temperature down to be- 
tween -10 degrees and -15 degrees Fahrenheit. 

Four days a week, six hours a day, two men in the 
food service department make ice cream. Using dairy- 
prepared ice cream mix in three flavors (chocolate, va- 
nilla, and strawberry) or the hospital's own ice cream 
flavors added to a basic mix, they pour five-gallon batches 
into the ten-gallon freezer. In less than half an hour the 


ICE CREAM CUTS 


DESSERT COSTS 


ice cream is whipped and frozen, ready to be drawn off 
and poured into the hopper of the filler. 

After the cafeteria counter girls, who are available for 
other work between serving times, have set up pleated 
paper containers in racks, one of the men feeds the cups 
through the filler while the other operates the three 
nozzles of the filler. In three minutes a complete batch 
is poured into paper cups, which are capped with lids by 
the counter girls. The racks of cups are re-stacked by the 
girls and wheeled on dollies into the hardening room for 
service the next day. 

The following morning the hardened cups of ice 
cream are simply dumped out of the racks into five- 
cubic-foot polyfoam boxes that hold 400 to 500 portions. 
Two hours before serving time, the boxes (in hospital- 
made metal covers to cut down abrasion) go out to the 
dining rooms on trucks. These lightweight boxes are 
simply put on the counters for service, and a counter 
attendant removes and serves the cups with tongs. 

With this system, there is virtually no handling. Pre- 
portioning the ice cream into pleated paper cups when it 
is made reduces service costs and variations in the size 
of portions. It eliminates serving time and dishwashing 
that would be necessary if the ice cream were served 
from bulk containers. 

With this equipment, a considerable variety of frozen 
desserts can be made, and, furthermore, about 60,000 
portions can be produced and served three times a week. 

The cost for the dairy mix is about 34¢ a quart and 
the paper cups with matching lids are very inexpensive. 
Equipment for the entire installation, including the ac- 
cessory racks and dollies is under $5,000. Since it is un- 
complicated and easy to maintain, it can be amortized 
over at least a ten-year period, and it certainly more 


than pays for itself. GEORGE HOWARTH 


Food Service Director 
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To restore emotional stability 
during the declining years 


brand of imipramine hydrochloride 


geriatric use 


__ underlying depression as a causative 
factor, and Tofranil as aneminently 
successful agent, in restoring the difficult 
geriatric patient to a more contented fram 
_ of mind and more manageable disposition. 
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Patient-Orvented Administration 


In a Day 


By RAQUEL E. COHEN, M.D. 
Staff Visit 

Massachusetts Mental Health Center 
Boston 


Tus IS A PRELIMINARY ATTEMPT to present a novel plan 
of psychiatric administration, based on the premise that 
the establishment and day-to-day functioning of a “thera- 
peutic environment” should be at the level of individual 
interactions between the patients and the members of a 
team carrying all the administrative responsibility. This 
is in contrast to the classical administrative method 
wherein the staff members’ reports to the chief of service 
constitute his only source of intimate knowledge about 
the patient. It is also in contrast to services where teach- 
ing is one of the main functions and each medical resi- 
dent is responsible for some administration. 

The administrative structure described herein was 
established in the day-hospital unit of the Massachusetts 
Mental Health Center at a time when the unit was semi- 
autonomous and only partially integrated with the gen- 
eral teaching and training plan for the center. The con- 
centration of all administration in the chief of service 
was carried out by a division of responsibilities. Patients 
were assigned to second-year residents, who were respon- 
sible for psychotherapy. The chief of service handled all 
matters pertaining to daily living problems in the hospi- 
tal. 

There are notable differences between the orthodox 
twenty-four-hour care unit and the day-hospital service. 
The two areas of greatest difference are in the role of the 
psychiatric nurse and in thé characteristics of the patients 
as a functioning group. 


ROLE OF THE NURSE 


The nurse’s role is much more clearly defined in the 
day hospital than it is in the usual full-hospitalization 
setting. The schedule allows for one shift of nurses to 
be in constant relationship with the patients, thus pro- 
viding a continuous team approach which intensifies 
these therapeutic relationships. Because housekeeping 
routines are reduced to a minimum, if not completely 
eliminated, personal contacts emerge as the primary nurs- 
ing responsibility, and the development and formulation 
of psychiatric techniques in nursing are afforded a wider 
scope. This is illustrated by the case of Miss B., an angry, 
frightened patient who handled outbreaks of her emo- 


tions by shouting, crying, and banging her head against 
the wall, or by paranoid defenses which isolated her 
from staff members from whom she had previously been 
able to get help. The successful re-establishment of this 
patient’s relationships with the staff was effected by one 
staff nurse whose therapeutic handling of a dramatic 
acting-out episode made her acceptable to the patient. 

On a different level, the high degree of activity and 
interest in the recreational program of the day hospital 
is attributed primarily to the fact that the nurses direct 
it. Here, relationships that are on a continuous basis are 
used to stimulate the patient to participate in activities 
which he is often reluctant to initiate, but which he is 
encouraged to undertake because the leader is known 
to him, even though the activity may be unfamiliar. 

As a group, patients in the day hospital present a 
different image than the classic one of hospitalized mental 
patients. The members of the staff, in trying to under- 
stand the characteristics of this disparity, discovered that 
the dependent-independent ratio in their daily relation- 
ships with the patients was not only different but ex- 
tremely important. On a twenty-four-hour service, be- 
cause of the implications of personal nursing care in hous- 
ing, sleeping, and hygienic needs, the patient tends to 
accept his relations with the staff in a more dependent 
manner. This is in contrast to the day-hospital program 
where most needs are psychological, and the patient is 
minimally dependent upon physical help; thus he exer- 
cises a more independent attitude toward personnel, 
which in turn affects his emotional relationships with 
them. 

Some elements of the difference in the patient picture 
have their origin in the fact that the day-patient comes 
and leaves regularly of his own will. The daily trip to 
the unit is an activity which lends itself to a variety of 
acting-out conflicts in which the patient can “voice” many 
feelings. One of the emotional messages seems to be, “I 
come to get help in getting better, now show me how 
that can happen here.” The day-to-day repetition of this 
expression serves to make the staff very conscious of its 
role in “the contract.” 

An element of immediacy, stemming from his daily 
interaction in the community, is another important aspect 
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of the emotional life of the day patient. The following 

episode illustrates what is meant by immediacy: 
Mr. A, a retired 69-year-old trailer-truck driver suf- 
fering from a depressive mood, mild paranoid and 
hypochondriacal symptoms, called one morning to 
say that he was going to “sign out” of the day hos- 
pital. The head nurse suggested that he might come 
in and discuss this with the medical administrator. 
Half an hour later he came in and told the nurse that 
he couldn't wait too long, since his son, who usu- 
ally drove him, was waiting to take him home. The 
doctor, who had a good relationship with the pa- 
tient, asked the son to join them In the conference 
that followed, several factors which had _precipi- 
tated the patient's angry gesture became clear. 
Dominant was the fact that the son was unable to 
drive the father to the hospital for several days. Be- 
cause the patient had to take the subway, he felt his 
somatic symptoms had been aggravated. The son, 
in turn, was able to verbalize his annoyance at hav- 
ing to perform this daily obligation. To ameliorate 
the needs and difficulties of both men, the doctor re- 
duced the patient's attendance at the day hospital to 
three days a week, and arranged to have his days 
terminated at an earlier hour than usual, to avoid 
rush-hour traffic. The immediate handling of this 
problem bypassed the realistic friction fomenting the 
situation in this family and averted an impasse with 
the patient. 


PRESCRIPTION-TYPE CARE 


The staff conceives of a therapeutic climate as one in 
which its meinbers use the opportunities arising in inter- 
relations with the patient to orient themselves toward 
what is beneficial for him, rather than toward the estab- 
lishment of a routine which makes it easier to run the 
service. 

The fulfillment of “prescription-type” care within the 
structure of a large group of patients is of primary im- 
portance. This implies finding the necessary approaches 
to each patient and applying them consistently. One pa- 
tient, for instance, tended to ask staff members for help 
in making decisions by presenting the material in a glo- 
bal, diffuse, ambiguous manner. The staff decided that 
he should be helped with the “here and now” problems 
of interacting in the unit. They remained steadfast in 
this mode of assistance, helping the patient to communi- 
cate what was really bothering him, while at the same 
time aiding him in feeling the real meaning of commu- 
nication with people as opposed to his own defensiveness, 
which set him apart from them. This technique has posi- 
tive application in the relationships which keep develop- 
ing between the patient and the administrative staff. 

Another example can be found in the case of a fe- 
male patient whose persistent and obstinate demands for 
different drugs made her treatment a continuous shifting 
of medication. The staff achieved satisfaction of both 
her demands and her need for consistent drug therapy by 
establishing a program of writing weekly orders and see- 
ing her at the end of the week to determine if these 
should be renewed. Under this method, she did not ask 
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for the orders to be changed and seemed satisfied to con- 
tinue on the same regimen. 


Active leadership in the clinical field of psychiatry 
stimulates staff awareness of patients’ needs by pointing 
out examples that clarify what the patient is experiencing 
or what specific incidents mean. Daily rounds and in- 
formal occasions afford natural opportunities for such 
stimulation. The administrative staff concentrates the 
bulk of its daily activities on finding practical ways in 
which the patient can be helped. The continuous rela- 
tionship with the individual patient enables the staff to 
have a better and deeper understanding of the daily 
problems. Two important factors facilitate this situation. 
One is the fact that the administrative staff, medical and 
pursing, is “housed” in the setting where patients congre- 
gate; the other is the establishment of a continuous and 
flexible line of communication. These enable the staff to 
“synthesize” into action the therapeutic elements needed 
by a specific patient at a specific time. 


CONTINUOUS AWARENESS 


The active endeavor of this method is to strive to 
learn everything about the individual, his social attitude 
and methods of relating, his home situation, and current 
conflicts. Although many of these factors are already 
established, there are some that are in continuous change, 
and this alerts the staff to a “continuous awareness” in 
order to keep pace with the patient. 

The amount of information about the patient varies 
with the source of admission. When a patient is trans- 
ferred from the inpatient service, a preliminary staff pres- 
entation precedes his formal admission to the day hos- 
pital. Valuable material thus becomes known, and from 
this the senior staff develops a treatment plan which 
serves as a continual reference in further evaluation and 
flexible modification. With patients coming from the 
community, however, the information is not so complete, 
and much important material must be obtained by the 
medical administrator in the preliminary admission inter- 
view. This information and that gathered by the social 
worker are shared at informal meetings prior to the staff 
presentation. 

Daily knowledge about the patient is gained through 
several methods of interaction. The nursing staff has the 
most continuous contact with the patient in activities 
shared together, such as group meetings and/or individ- 
ual talks in the nursing office (a great socializing center). 
Also, there is usually a group of patients who have to be 
called on the phone to find out why they did not come 
to the hospital. These telephone conversations are very 
important in the daily routine, and offer many opportuni- 
ties for therapeutic maneuvers. 


ROLE OF THE MEDICAL ADMINISTRATOR 


The medical administrator has created an opportu- 
nity to gain further knowledge about the patients by 
establishing a policy which encourages them to come into 
the office any time the door is open. Unscheduled time is 
set aside for this daily, and the patients use it frequently, 
according to their needs. At other times the doctor min- 
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gles with the patients in the lounge and informally finds 
out how they are feeling or learns the outcome of some 
important decision. 

Part of this technique is the maintenance of a rela- 
tionship with every patient at the level where it meets 
the patient’s current needs, with the doctor taking an ac- 
tive part in promoting a “how are things” type of talk. 
This can be done very casually and informally anywhere 
in the hospital, or more formally in the office, but it is al- 
ways on a continuous basis to facilitate flexible planning 
around the patient’s changing needs. These needs fluctu- 
ate with acute episodes of an emotional nature, new 
medications, somatic disturbances, or new job experi- 
ences. 


DAY-BY-DAY CONTROL 


A further approach to helping the patients strength- 
en their own control and make better use of it has been 
accomplished through a technique borrowed from Alco- 
holics Anonymous. It consists of limiting the need to 
maintain control to a short time only, usually until the 
next day when the patient can sit down again with the 
doctor to discuss the specific problem. The possibility of 
daily follow-up of acute processes, be they physical or 
psychological, is of primary effectiveness in developing 
the patient’s confidence that he is receiving good care. 

These daily sessions offer the staff more detailed un- 
derstanding of the patients’ current conflicts. Not too 
much time is needed for each patient, 10 to 15 minutes 
usually being sufficient. Several factors may enter into 
this type of intervention. The doctor greets the patients 
and states the issue to be discussed, as for example, “The 
nurses have informed me that you have a headache—tell 
me about it.” Or, on an occasion when a patient asks to 
come into the office, the doctor may ask, “What is the 
problem you need help with?” In this manner the spe- 
cific issue to be discussed is approached and the patient 
is helped to settle it. If the area properly belongs to the 
psychotherapeutic hour, the administrator will help the 
patient by conveying to him that “this is something for 
you and your therapist to talk about as it would not be 
helpful for you to discuss it with me.” 

At times a patient will be in an acute state of panic, 
agitation, or anxiety; here the previously established rela- 
tionship pays off, because the administrator can supply a 
short, supportive, “marginal” intervention to tide the pa- 
tient over until he sees his regular therapist. The admin- 
istrator is, of course, aware that the utmost care should 
be exercised not to intrude into a therapeutic relation- 
ship, but his immediate availability is a good adjunct to 
the therapy of psychotics. 

It is important to provide the patient with a comfort- 
able and well-structured area of relationship with the 
staff personnel, so that there may be a clear differentia- 
tion between the type of material which belongs to ad- 
ministration and that which should be reserved for dis- 
cussion with a therapist. This is difficult and there are 
many overlaps; but the administrator who is familiar with 
psychotherapy will be able to gauge when he is in a terri- 
tory that does not properly belong in the administrative 
situation. 


» In making plans for the individual patient, the staff 
considers and discusses his point of view and includes it 
as much as possible in the decision making; the main 
consideration at all times is what is best suited for the 
patient at a specific time in a specific set of circum- 
stances. This approach seems especially well fitted for a 
day program because of the multitude of variables that 
appear in the daily life of each different patient. Also, 
because the day program is not encumbered by tradi- 
tional methods of administration, the individual and flex- 
ible approach can be established without having to run 
counter to previous customs. 

This individual patient-oriented plan has eliminated 
many of the problems that arise from patients’ reactions 
to rigid schedules in the more structured type of adminis- 
tration. This is clearly seen in the flexible discharge 
process established in the day hospital. The method best 
suited seems to be for the patient's attendance to be re- 
duced to three times a week, until it is ascertained 
through talks with the administrative staff that he is com- 
fortable with this schedule. Thereafter he comes in 
twice a week, and then once a week until final discharge. 

Flexibility of operation must not sacrifice the “steady 
world” which the psychotic patient needs in order to get 
his bearings. Thus, a clearly oriented treatment philos- 
ophy is of great importance. This can be obtained by 
developing a homogeneous staff approach in dealing with 
problems. To this end the leadership of the administra- 
tive team endeavors to keep clarifying and interpreting 
along practical lines the theoretical therapeutic ap- 
proaches to the main goals. However, it must be stressed 
that a continuous awareness of the daily events can be 
used in a dynamic way only if communications among 
the team are kept open, and if the physician-administra- 
tor realizes that it is just as important to continuously 
impart information to the staff as to receive it. 


FLEXIBILITY IS THE KEY 


The degree of effective application of a plan such as 
that described here is influenced by the quality of the re- 
lationship between staff and patients, and is in a con- 
tinuous state of fluctuation. To keep applying dynamic 
principles to clinical administration, the staff must be 
flexible enough to adapt itself and certain of the environ- 
mental factors to the actual needs of the individual pa- 
tients. The complex population of the day hospita! and 
its many relationships to the community made the appli- 
cation of this administrative formula a stimulating and 
creative endeavor. 


Ed. Note: At the time this article was written, the author 
was chief of the day-hospital service at the Massachusetts 
Mental Health Center. The plan she describes grew out 
of her interest in finding practical applications for psycho- 
analytic principles in hospital administration. With the 
advent of a new chief of service to the day hospital on 
July 1, Dr. Cohen transferred to the regular hospital pro- 
gram where she is currently adapting her administrative 
formula to the care of inpatients as well as outpatients, 
and incorporating it into the general training program of 
the center. 
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Number Four in a Series by Past Presidents of A.P.A. 


Philadelphia 


HosPIraL BUILDINGS ARE IMPORTANT, but it is the people 
in them who make a good or a poor institution. Many 
fundamental rules concerning the organization and re- 
quirements of these people were laid down in 1850 by 
the founders of the American Psychiatric Association. I 
have published these century-old principles before, and 
I repeat them below in italics, adding to them the new 
ideas of 1960. 


1. The physician-in-chief should be the superinterdent 
officer and free of politics. Responsibility cannot be 
divided. 

2. There must be no overcrowding which becomes an 
apology for what otherwise would not be tolerated. 

3. Nurses, occupational and physical therapists, atten- 
dants must be qualified by tact, patience, a real interest 
in their work, a sympathy that cannot be questioned, a 
sound moral character. 


In 1960 a way to strengthen the weak link in personnel 
—the attendants—has come to light. It is understatement 
to say that attendants are responsible for the treatment 
of patients in our large psychiatric hospitals. They are 
with patients 24 hours a day. Without attendants, hos- 
pitals would close. Nurses supervise and are legally and 
professionally responsible for drug therapy; attendants 
work with patients. 

Yet an outdated situation is kept going in many of our 
psychiatric hospitals. It is the practice of “living-in,” 
adopted when such hospitals were supposed to be walled 
off from the community, when every employee was sup- 
posed to be on call 24 hours a day, and when the super- 
intendent and the employees were supposed to eat what 
the patients ate. 

Now or in the near future every employee should live 
out, except those in training. Take the men attendants 
first. After a period of training during which a man 
shows good character and during which he receives little 
pay, he should be promoted, if satisfactory, to full em- 
ployee status and good pay. What is good pay? About 
what an automobile worker in a service station would 
get. A man skilled in caring for sick people should get 


as much money as a man caring for sick engines. The 
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attendant should be free to marry, to set up his own 
family, to live like anyone else in town, city, or suburb, 
to be a good and respected citizen—a man to explain the 
hospital to his neighbors. All these considerations, with 
minor differences, apply equally to women attendants. 
There is a tendency at present to raise attendants’ 
wages by small increases. This is in one sense a step in 
the right direction, but in another sense it holds back 
real progress. Recently I talked with two attendants 
who have been four years at work in the same hospital. 
Both enjoy their work and want to keep at it until they 
can retire. One of them, whom the superintendent of 
nurses calls invaluable, can do this because he is un- 
married and lives with his mother, who has a small in- 
come of her own. The other man, with a wife and two 
small children, gets along by taking on a second job. 
The effort is too much for him and he will have to give 
up the hospital work to take a job at a nearby steel plant. 


NEW STANDARDS OF LIVING 


In fixing salaries for the year, all old standards should 
be thrown away, and a study should be made of the 
salaries of the machinists in automobile salesrooms and 
repair shops. Then attendants should be hired for a 6- 
or 12-month trial period, with simple basic training at 
present wages. If satisfactory, these people should then 
be made psychiatric aides at salaries equal to the ma- 
chinists. Thus they would have the status they deserve 
and could afford to live in the community and be real 
links between the town and the hospital. 

Staff physicians should also live their private lives in 
private homes in the community, and be given salaries 
commensurate with what their colleagues in private prac- 
tice are making, with adjustments for regular hours and 
any pension system. The confusing, confining, variable 
item of maintenance would then disappear. Above all, 
the superintendent should have an adequate salary and 
live in the community as the top ambassador for the 
hospital. 

Nurses could well “live-in,” as could employees in train- 
ing. Perhaps 10 per cent of employees of all grades may 
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wish to “live-in” and may be allowed this as a privilege 
if they have good reasons and sound characters. 

What are the main consequences of living off the 
grounds? Larger salaries, comparable with salaries and 
wages elsewhere—but less expense for maintenance, often 
more space for patients. Better personnel—no place for 
the drifter, the man who has to live in an institution, the 
rounder, the trouble-maker. A separate night force 
headed by a fire marshal for emergencies. Physicians’ 
and employees’ children with natural playmates in their 
neighborhoods. In the hospital, more efficiency, more 
patients discharged. And finally a merging of hospital 
and community interests and understanding. 

So “off the grounds” for 90 per cent of regular person- 
nel. The only argument against an off-the-grounds policy 
is short-sighted economy. 

In addition, then, to the farsighted rules laid down in 
1850 concerning the organization and requirements of 
hospital people, we have the following principles to 
govern our personnel policies in the 1960's. 

1. All employees not in training, from the superin- 
tendent down, should be expected to live outside the 
hospital grounds and should be paid a cash salary with- 
out any maintenance. 

2. The hospital should have laboratory provisions for 
clinical purposes. 

3. One member of the staff should be free to conduct 
research and to call in outside expert help for special 
projects. 

When all of the above rules, the 1850 ones as well as 
the 1960 ones, are observed, the most important people 
in our hospitals, the patients, will be well served. And 
the hospital, which “deals with the fundamentals of 
human behavior, will shave its knowledge with its com- 
munity as if it were a college. It can become a forum 
where patients, physicians, clergymen, and businessmen 
can argue and learn about the main concerns of life.” 
Further, it will save money over “poor” hospitals because 
it will restore more men and women to the working 
population. 

The rules I have repeated here are applicable to any 
good state hospital or, for that matter, to any large 
psychiatric hospital. They are simple enough, under- 
standable enough, but they are deliberately neglected. 
By whom? By the public first, and by the governors and 
legislatures second. In today’s paper (October 11, 1960), 
a member of the Pennsylvania Legislature calls attention 
to the fact that the number of attendants at the Phila- 
delphia State Hospital has dropped from 665 to 600. He 
does not mention that the legislature has the cure for 
this state of things. Incidentally, he does call attention 
to the overcrowding, which the founders of the A.P.A. 
warned against in their fundamental rules of 1850. 

The 1960's will continue or add arrangements for pa- 
tients to live in and work outside the hospital, or to use 
the hospital in the daytime and sleep at home. New 
physical, chemical, and psychological treatments will be 
introduced. It is my fervent hope that in the decade to 
come each of my fellow-members of the American Psy- 
chiatric Association will make it his personal responsi- 


bility to give some of his valuable time to the state» 


hospital nearest him. e 


CONTEMPORARY COMA 


Ed. Note: One of the most stimulating challenges of the 
A.P.A. medical directorship is the processing of the con- 
stant incoming mass of data. To share with readers of 
Menta Hospirats some of the intriguing and provoca- 
tive notions received in personal letters and in published 
and unpublished papers, speeches, and the like, is the 
purpose of “Contemporary Comment,” a new feature 
which will appear intermittently in this journal. 


Mental Illness, 
Reversible and Irreversible 
FRANKLIN G. EBAUGH, M.D. 


Denver, Colorado 


... | become increasingly concerned about what I choose 
to term the “dead zone” in the mental illness program— 
the vast area of untapped resources where, as in the eye 
of the hurricane, the sound does not penetrate and the 
spark of action remains unstruck. In my opinion it is 
only by restoring life to this “dead zone” that we may re- 
verse the previously irreversible, both the course of a 
patient’s mental illness itself and the limitations of sc- 
ciety’s attitudes toward it. ... There is no question that 
more and better trained personnel, more money, and 
better equipment for the long term treatment facility 
represent part of the issue; this remains one line of attack 
on mental illness. .. . 

The cycle of irreversibility is well known to many. 
It begins with the hiatus between the onset of disabling 
mental illness and appropriate treatment. This hiatus is 
too often filled with repeated failure experiences for the 
patient, panic leading to the conviction that he cannot be 
helped, increasing disruption of those environmental rela- 
tionships which mean security and self-esteem to him, and 
often the total loss of a life role to which he may return 
when he has improved. 

... Help is frequently unavailable at the community 
level without disruption of his entire way of life. He is 
in the “dead zone,” where the resources are all around 
him, tantalizingly, and where professional people are 
eager to help; yet help is piecemeal without continuity, 
or unavailing, costly, and wasteful. 

Reversibility, on the other hand, requires a radical 
change in those past and present trends which define the 
hospital as the major zone of defense; even the intensive- 
treatment facility should be relegated to a position of 
last resort, prior to semipermanent institutionalization. 
Reversibility is movement away from the hospital, treat- 
ment of personality disorders in the midst of the dynamic 
forces which produce them at a community level. In 
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this context, the family doctor becomes the chairman of 
the board . . . around him, other treatment resources are 
organized, with primary emphasis on outpatient clinics, 
psychiatric facilities in general hospitals, and “open” hos- 
pitals for psychiatric patients who benefit from partial 
but not total participation in the community. 

.. . | have expressed my own firm conviction that 
it is possible to manage our mental health problem with 
the serenity and consistency we achieve in many other 
areas, to accept it as an integrated part of our national 
life rather than relegating it to the isolated status of 
something we sporadically and helplessly worry about. 
The direction in which the solutions lie is clear, and the 
diagrams are very nearly complete. At one time, the 
mental hospital was a humane and enlightened concept 
in the treatment of mental illness, infinitely preferable to 
a prejudiced and destructive outside environment. Time 
and pioneering effort have altered this situation, until the 
dynamic community has become a vast untapped thera- 
peutic resource. The moment has come to reverse the 
trend of movement toward the hospital and encourage 
movement away from the hospital, to reverse what was 
previously irreversible. (J.A.M.A. 171:377-381 [Sept. 26] 
1959. ) 


Personal Hygiene 
GEORGE H. STEVENSON, M.D. 


Honolulu, Hawaii 


I recently heard of a mental hospital in which no toilet 
paper was available in the toilet cubicles. Patients had 
to go to the nurse and request it. This is a shocking dis- 
regard for patient dignity. And in this connection, each 
toilet should be provided with a swinging door to give 
the patient privacy. Likewise, in this same hospital, no 
soap or paper towels were available in the washroom. If 
we believe in the personal dignity of our patients, let us 
practice it. 

We men feel better for a daily shave. Our men pa- 
tients would also enjoy this. But how many of them get 
it, and how are they shaved? Thirty years ago in the 
Whitby Hospital, Ontario, we placed electric shavers on 
all men’s wards. Every man was shaved every day, by 
himself, by a staff member, or by a specially trained fel- 
low patient. We never had an unfortunate incident, and 
we cut our shaving costs in half. If you introduce this 
plan, you will be impressed by the remarkably improved 
appearance and morale of your men patients. But be 
sure to get enough of the best and strongest shavers 
available, and be sure to keep them well-serviced. 


The High Cost of 
Psychiatric Segregation 


FRANCIS J. BRACELAND, M.D. 
Hartford, Conn. 


When Innocent III founded the city hospitals early 
in the 13th century, it was specifically stated that pro- 
vision was to be made for the care of the mentally ill 
within them. In the intervening years and centuries, this 
admonition was forgotten and the mentally ill were iso- 
lated, neglected, and treated contumeliously. As time 
went on, medicine, which advanced with the seven league 
boots of a giant, pursued its scientific bent and identified 
itself almost completely with the basic physical sciences 
and the laboratory, and no place was left for the study of 
either emotions or the mind, let alone the antics of the 
poor and forlorn who were bereft of their reason. . . . 


.... Years have telescoped into decades, and dec- 
ades into centuries since this cleavage between physical 
and emotional ills was made and, concomitant with it, 
the whole facade of illness has changed. The battle 
against physical disease has been waged vigorously and, 
as a result, vast territories have been and are being con- 
quered. The battle against mental disease has been 
largely neglected and succeeding generations have been 
decimated by its ravages. Despite apparent advances, 
this same situation continues today and it is evident that 
the only way to begin to attack the problem is to apply 
current psychiatric knowledge on a much wider basis 
than ever before. It is only through the interest and co- 
operation of physicians and general hospitals that real 
progress can be made in preventing and effectually treat- 
ing the myriad of patients affected by mental disease. 
Only in this manner can an effective approach be made to 


the many physical disabilities that are rooted in emo- 
tions. 


Psychiatry cannot handle the problems which face 
it alone and it must always be remembered that many 
of its new patients are the old patients of other special- 
ties. There are numerous proofs of the need for reinte- 
gration and a closer alliance of psychiatry with general 
medicine, none more dramatic than those individuals 
in whom the actual relief of a physical disorder has been 
promptly followed by the emergence of a full-blown 
psychosis. To use a word presently popular in the public 
press, the cost of the segregation of psychiatry from gen- 
eral hospitals has been high, emotionally, financially, in 
bed space, and in time. ... (Psychiatry in General Hos- 
pitals, Hosp. Prog., 41:9:58-61, Sept. 1960. ) 
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Constructive Utilization 


of Acting-Out ‘Tendencies 


By LILLI HOFSTATTER, M.D. and ANTHONY K. BUSCH, M.D. 


Clinical Assistant Professor 
University of Missouri School of Medicine 


Assistant Professor 
Washington University School of Medicine 


Research Division, St. Louis State Hospital, Missouri 


THE AWAKENING OF THE PUBLIC through our mental health 
programs has led to a readier acceptance of psychiatric 
help. More and more patients of all ages, psychotic or 
not, with acting-out, aggressive, manipulating, or self-de- 
structive impulses are being placed in state hospitals by 
a distressed public. Some of these newly admitted 
patients join the ranks of the chronic ones who have been 
populating the back halls for years with their apparently 
unchangeable behavior patterns. Others, particularly the 
younger ones, tantalize the hospital by using it as the 
stage for their unpredictable, antisocial acting-out. The 
hospital community is faced with the task of maintaining 
its emotional balance, which these patients seek to un- 
dermine. The patients, even though they resist help, 
must be treated. In frantic self-defense, the chronically 
understaffed state hospital concentrates the efforts and 
the time of a disproportionately large number of its 
medical staff and personnel on this minority of patients. 

In the face of an anticipated influx of acting-out 
patients and little prospect of an appreciable increase 
in personnel, this problem has to be solved with the 
means which are available. For the hospital to fulfill 
its obligations, the patients must be treated successfully. 
At the same time, the hospital and its community must 
remain functioning without the necessity of an uneven 
distribution of its members. We wish to describe an ex- 
periment in providing this kind of treatment. 


THE SETTING 


One of the wards (E-3) for disturbed women at the 
St. Louis State Hospital was an ideal testing ground for 
the experiment. Its main function was to absorb the 
patients who had created intolerable disturbances else- 
where in the hospital by their assaultive and manipula- 
tive behavior. These patients had been treated with 
maximum dosages of ataractics and still required a con- 
siderable amount of hydrotherapy in the form of cold 
wet-sheet packs to handle their anxiety. 

For the fifteen months (July 1957 to October 1958) 
preceding the experiment, the hall census consisted of 
56 patients ranging in age from 17 to 76, with a variety 
of psychiatric diagnoses, but having in common certain 
behavior disturbances. They were aggressive, acting-out, 


demanding, manipulating, destructive, self-mutilating, or 
impulsive. Two patients had a history of murder, some 
were chronic run-aways. 

E-3 was functioning with a minimum of hospital 
staff, consisting of the ward doctor (with not more than 
one or two hours a day at his disposal for this particu- 
lar hall), the resident physician on call for emergencies, 
three to four attendants for each eight-hour-shift, one 
occupational therapy worker for two hours five days a 
week, and a music therapist for group singing two hours 
a week. Supervisors of the various professions, if they 
visited the ward, avoided direct contact with the patients. 

A small number of the more reliable patients had 
the only type of privilege granted on this ward—partici- 
pation in some of the off-the-ward evening entertain- 
ments, provided an E-3 attendant was available to 
chaperon them. Strict rules were maintained concerning 
smoking, receiving gifts, visitors, or home visits. The 
treatment, as indicated, consisted mainly of hydrother- 
apy and drug therapy. The rigid ward structure was 
strictly enforced by the attendants, who were insecure 
and needed constant reassurance, as they feared the re- 
taliation and ganging up of the patients. For these 
reasons, they discouraged unsupervised activities and so- 
cialization. 

The patients were careless about themselves, bored, 
and unable to control their anxiety for any length of 
time. They showed pseudo-improvement, followed by a 
resurgence of symptoms, whenever a new doctor was 
assigned to the ward, or came to fill in for vacations. 
Since the ward was a closed-off unit, the monthly total 
number of packs given measured the flow of hall anxiety 
like a barometer, dropping from 75 to 50 with the advent 
of a new doctor, but increasing to almost 150 and, after a 
slight decline, to over 200. This figure decreased to less 
than 65 when the regular doctor went on vacation, but 
soared to 215 within a month’s time. The average for 
the 15-month observation period was 123 wet packs per 
month. 

The immediate objective of the ward, which was to 
absorb these patients from the rest of the hospital, was 
accomplished. Moreover, during the observation period, 
only six patients were able to leave the ward, and these 
were sent directly home. 
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In the experimental period from October 1958 to 
March 1960, the goal was not only to separate but also 
to treat these patients with a minimum of personnel. The 
personnel remained the same, except for a change of 
the ward doctor. Later on, two attendants retired and 
were not replaced. Also, after six months, occupational 
therapy on the ward was discontinued. 


THE EXPERIMENT BEGINS 


Although the strict ward rules were left intact, there 
was a gradual change-over to the present ward structure. 
The patients were activated by using their own capacity 
for useful and purposeful socialization. They were made 
more interdependent, mutually responsible, and self-reli- 
ant through group activities. Group participation was 
available throughout the day. Not only was it an escape 
from boredom, but it revived hopes of returning home 
through self-improvement. The following groups came 
into being: 


1. Patient groups with no authority figure present 
Working Groups: The patients assume full responsi- 
bility for the planning and performing of all the ward 
chores. Depending upon their adaptability, the patients 
fall into two working groups, one for rotating and one 
for nonrotating chores. A work schedule is made up 


by the patients themselves and posted on the bulletin 
board. 

Entertainment Groups: Parties are initiated, planned, 
and carried out by the patients on various occasions. 
The rule is to form a committee of ten, with each member 
forming a subcommittee with five other patients. Com- 
munity singing and dancing are conducted daily after 
supper by one patient who is a pianist. Most of the 
patients participate. In addition, those patients who had 
been permitted to go to some of the evening entertain- 
ments off the ward voted in new members at the risk of 
losing their own entertainment privileges for any patient’s 
disorderly conduct off the ward. 

Learning Groups: There have been two kinds of 
learning groups: one conducted by the patients with the 
aid of self-learning manuals, and the other taught from 
regular school books by educated patients. In either 
case the time-period has been from one-half to one hour 
daily. The self-taught subjects have included typewrit- 
ing (11 patients), arithmetic (15 patients), and spelling 
(8 patients). In the more formal sessions, English has 
been taught to 9 patients, and shorthand to 11. 


2. Activity groups with authority figures present 


The music therapist has continued to conduct com- 
munity singing once a week for two hours. There is also 
a ward attendant who supervises the sewing groups and 
helps in the cutting of patterns, since the patients are 
not entrusted with scissors except under supervision. 


3. Group meetings with the doctor 


These meetings have the purpose of developing 
group belonging. They are unscheduled, brief, requested 
by the doctor or by the patients who belong to any of 
the foregoing groups. Those patients who participate in 
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more than one group meet with the doctor more fre- 
quently; the patients who have dropped out of groups 
cannot participate in the doctor-patient group meetings. 
As a matter of fact, very few patients had dropped out, 
and when these found themselves excluded from the 
group meeting with the doctor, they returned to their 
activity groups voluntarily. 


4. Individual interviews with the doctor 


These are initiated at the request of the patient, at 
the suggestion of an attendant, or by the doctor him- 
self, who asks patients he thinks will benefit to come in 
for an interview. 


5. Weekly meetings of the doctor with attendants 


The early discussions in these meetings tended to 
allay the attendants’ anxiety in the face of the changes 
which gave patients a choice of participation in activi- 
ties, mutual responsibilities, and self-determination. Later 
discussions focused on the therapeutic significance of the 
activities. Daily discussions between the doctor and the 
charge-attendant, or any other attendant who so re- 
quests, supplement the weekly meetings. This is to 
maintain the attitude that the patients can help each 
other, can work without supervision, and need to keep 
practicing these healthier activities. 


A REWARDING EXPERIENCE 


All of this did not, of course, happen on the day 
the observation period ended. It was a gradual process 
and it was 10 months before the present program 
evolved. The experience was rewarding. More than 
half of the original 56 patients progressed and could be 
moved on to better wards; three of the patients returned 
home directly. The resulting vacancies were filled with 
new patients from the same category. Only seven 
patients failed to participate in the activities. All of the 
others participated and showed at least some improve- 
ment. For instance, all six patients who were self-multi- 
lating discontinued such practices. Three of them are on 
open wards now. Another of them will be discharged 
directly from E-3. One patient had torn her clothes for 
years, was incontinent, and had to be constantly re- 
strained to protect her from bumping her head against 
metal objects. She now socializes, participates in arith- 
metic classes, and goes home regularly over week ends. 
Evidences of hallucinations and delusions decreased 
in many of the patients, and the dosage of tranquilizers 
was appreciably reduced in almost all cases. 

The attendants feel more secure, in spite of their 
reduction in number. Their time is no longer taken up 
by working with combative patients, and they now 
speak of “our patients,” rather than “this type of patient.” 
The few cold wet-sheet treatments (27, as compared to 
the previous average of 123 per month) are now most 
often requested by the patients themselves, who walk 
to the present two-bed treatment room. The large room 
formerly used for these treatments has now become a 
dormitory, leaving more space available for socializing. 

The ward atmosphere has lost all semblance of a 
disturbed ward. The new patients, who could not get 
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along on other wards, have adjusted themselves rapidly 
to the present ward program. They were sponsored by 
the other patients and coaxed into enrolling themselves 
in one or more classes. Even the teenagers, quite unlike 
their former selves, study and participate on their own. 
All activities have been voluntary. 


DISCUSSION 


Aggressive or acting-out behavior is a futile destruc- 
tive attempt to counteract anxiety. It regenerates and 
increases anxiety whenever a patient is given the oppor- 
tunity to go through with it. Each of the patients on 
this ward had the potential and also the urge to use her 
abilities for constructive activities, but this urge had been 
suppressed for the individual reasons that originally put 
these women at odds with society. The positive quality 
in the ensuing conflict between wanting to contribute 
and wanting to destroy often remains unnoticed in the 
sociopath, who attempts to hide the conflict by a futile 
attempt at overcompensating in self-glorification: “I am 
so useful to society that I need to be noticed for my 
special contribution.” 

The different types of patient groups originated in 
the patients themselves. The doctor merely detected the 
clues—the demands, the negativism, the manipulations— 
and injected them back into the patients with encourage- 
ment. As these patients become aware that the doctor 
knows of their anxiety, they begin to feel understood, 
and as they learn to decrease their anxiety by construc- 
tive activities, they begin to feel helped. In response to 
their relief, they begin to accept hospital authority fig- 
ures, and society becomes less threatening. For example, 
the beginning of the learning groups originated in one 
patient, who tried to manipulate the doctor. This patient 
was 19 years old and had quite a history of antisocial 
acting-out. She asked for permission to participate in the 
off-the-ward school program, in order to finish‘ high 
school. This would have given her an excellent oppor- 


tunity to escape from the hospital, as she had done on 
previous occasions. She said she needed to learn arith- 
metic, indicating that this had a particular meaning to 
her. She was given a self-learning manual for arithmetic 
on the condition that she share it with others. She thus 
found herself trapped and forced to offer her services 
to the other patients, whom she disliked because she 
thought they hated her. To her surprise, 15 patients 
accepted her invitation and wanted to participate. 

The use of the self-learning manual has several 
advantages; it decreases the tendency of self-glorifica- 
tion, since each patient may be the teacher. It also en- 
forces discipline during classes, as the pupil-patient be- 
gins to identify with the teacher-patient, anticipating 
retaliation should she herself become the next teacher. 
This is a bridge to identification with an authority figure. 
The teacher-patient herself enjoys and wants to maintain 
her role as an authority figure. She realizes she cannot 
do this by scholastic skills alone, and she therefore picks 
up social skills from the only representatives of society 
she now has contact with, the attendants and the doctor. 
Thus she begins to identify with authority. 

Similar clues given by other patients resulted in the 
formation of the work-rotation groups, mutual-responsi- 
bility groups, learning-groups, and so forth. All of these 
aimed at decreasing the patients’ anxiety by challenging 
them into social activities and functions. We not only 
promoted healthy socialization, but also increased the 
patients’ confidence in the doctor so that the short in- 
dividual interviews became psychotherapeutically effec- 
tive. 

We do not wish to imply that methods which make 
use of a large staff might not be more effective; but in 
this particular project we found out that much can be 
accomplished therapeutically with even a minimum of 
personnel. Although the results appear encouraging, 
more of these patients have yet to prove themselves out- 
side the hospital, and only time will tell how much they 
have really been helped. ° 


Patients Help Santa Claus 


Nor ALL of the 1959 Christmas activities at Traverse City 
State Hospital in Michigan resulted in gifts for patients. 
Instead, patients on many of the wards made over 400 
dolls, stuffed animals, and other types of toys for needy 
children. The gifts were constructed from scrap mate- 
rials donated by lumber companies, department stores, 
etc., and presented just before Christmas to representa- 
tives of six different agencies in the Traverse City area 
who distributed them to underprivileged children. 

The photograph shows members of the agencies in- 
specting a display of the toys which was set up in the 
lobby of the administration building. Many of them were 
of remarkable workmanship, and patients are working 
on a similar project for this Christmas. 


OHMER J. CURTISS 
Director, Community Relations 
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The Brief Case 
III. Suing Private and 


Nonprofit Institutions 


IN AN EARLIER ISSUE Of MENTAL Hospirats, The Brief 
Case took note of the general rule that patients cannot 
bring suit for negligence against state mental institutions, 
but that the U. S. Government has removed the barrier 
against such suits in cases involving Federal hospitals. 

Private institutions operated for profit can, however, 
be sued under an old and universally accepted rule that 
an employer (“master”) is liable for the negligent acts 
of his employees (“servants”). Tate v. McCall 199 S.E. 
906 (1938) is typical. In this case, a nurse advised a 
patient’s wife that someone should be with him at all 
times, adding that he had escaped from his bed and had 
been found wandering from his ward. Accordingly, the 
wife volunteered to sit with him. However, she fell 
asleep, her husband jumped from a second-story window, 
and injured himself. In awarding the patient damages 
for the injuries, the court held that the hospital was 
obliged to exercise such reasonable care as the patient’s 
condition, which was known to the hospital through its 
employees, might require. Those in charge of the hos- 
pital knew that the patient was, in the court’s language, 
“mentally off.” The court classified the wife merely as a 
“benevolent volunteer,” and concluded that the hospital’s 
duty to the patient was not discharged because she was 
with him. 

There has been a tendency on the part of some 
courts to limit the recovery of damages in negligence 
cases to situations where the hospital’s lay staff has not 
used reasonable care in attending a patient; thus the 
hospital is relieved of liability if the acts complained of 
are “medical” rather than “administrative” in nature. 

The difficulty in distinguishing between “medical” 
and “administrative” acts is illustrated by cases quoted 
in a recent decision rendered by Judge Fuld of the New 
York Superior Court: “Placing an improperly capped hot 
water bottle is administrative (Iacono v. New York Poly- 
clinic Medical School & Hospital, 296 N. Y. 502), while 
keeping a hot water bottle too long on a patient's body 
is medical (Sutherland v. New York Polyclinic Medical 
Sciinol & Hospital, 298 N. Y. 682). Administering blood 
by means of a transfusion to the wrong patient is ad- 
ministrative (Necolsyff v. Genesee Hospital 296 N. Y. 
936), while administering the wrong blood to the right 
patient is medical (Berg v. N. Y. Society of Relief of 
Crippled, 1, N. Y. 2nd 499, rug. 86 App. Div. 783).” In 
another case, the order of a physician, which sent a men- 
tal patient with suicidal tendencies into an X-ray labora- 
tory where he leaped from an unbarred window, was held 
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to be administrative. Fowler v. Norway Sanatorium et 
al., 42 N. E. 2nd 451 (1942). 


Commenting on the cases quoted above (and others), 
Judge Fuld said: “From distinctions such as these, there 
is to be educed neither guiding principle nor clear de- 
lineation of policy; they cannot help but cause confusion, 
cannot help but create doubt and uncertainty.” 


In a suit arising in Pennsylvania (Brown v. Moore 
247 F 2nd [1957]) the defendants, owners of a private 
mental institution, contended that they were not liable 
for the negligence of the physician employed by the 
hospital as medical director, that he was’ hired to per- 
form professional duties but that he was not subject to 
the control of the hospital. The court, however, held 
that, while the physician might be regarded as an “in- 
dependent contractor” in his relationship to the owners, 
in his relationship to the patient he was in fact an em- 
ployee of the institution, and the patient could thus re- 
cover damages on the basis of the master-servant doc- 
trine. (Generally, those who retain an “independent con- 
tractor” to perform services may not be held liable for his 
acts. ) 

Originally, charitable institutions, usually church- 
sponsored, were considered immune from liability. (The 
church, inspirer of all benevolence, could do no wrong.) 
This charitable immunity was first declared in this coun- 
try in 1876 (McDonald v. Massachusetts General Hospi- 
tal, 125 Mass. 432), and has been justified since then on 
a number of different grounds, all of which have been 
severely criticized. 

In 1954, for instance, a Kansas court followed the 
trend expressing the modern attitude of the majority of 
courts today, when it held in Noel v. Menninger (267 P. 
2nd 934 [1954]): “Exemption of charitable and nonprofit 
corporations from liability for their torts is contrary to the 
Constitutional guarantee of remedy by due process of 
law to every person for injury done him in person or 
property.” (The courts often use the words, “charitable,” 
“nonprofit,” and “eleemosynary” interchangeably. ) 

Another court which recently abandoned the im- 
munity doctrine said, “Ordinarily, when a court decides 
to modify or abandon a court-made rule of long standing, 
it starts out by saying ‘the reason for the rule no longer 
exists.’ In this case, it is correct to say that the ‘reason’ 
originally given for the rule of immunity never did exist.” 
(Pierce v. Yakima Valley Memorial Hospital Ass'n. 43 
Wash. 2nd 162, 167.) 

On the evidence of the law reports, it seems that 
there will be an increasing tendency for the courts to 
regard the hospital psychiatrist as a “servant” of the hos- 
pital—even, in some cases, of the state hospital, as well as 
of the Federal or private hospital. Moreover, the legal 
right of the patient to sue the very institutions created 
to meet his specific needs will become increasingly rec- 
ognized by the courts. 

Since unappealed cases do not appear in the law re- 
ports, the Brief Case would appreciate information on 
interesting cases in the unappealed category for com- 
ment in this column. Readers’ requests for topics for 
future discussion would also be welcome. 


PHYLLIS WOODWARD, LL.B. 
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By C. P. SEAGER, M.B., B.Ch., D.P.M. 
Clinical Research Associate, Psychopathic Hospital, 
Iowa City, 


MENTAL HOSPITALS 
And The British National Health Service 


ARTICLES DESCRIBING THE NATIONAL HEALTH SERVICE in 
Great Britain are, in general, written by two classes of 
physicians. The first group consists of those who were 
dissatisfied with the Health Service and who escaped by 
emigration. The second group contains those who ac- 
cept the advantages as well as the defects of the Health 
Service and whose descriptions of it tend to have an 
evangelical fervor. 

I do not belong to the first group, and do not intend 
to fall into the role of lay preacher. But after spending 
twelve months in the United States, and visiting psychi- 
atric departments and state hospitals in several parts of 
the country, I would like to present answers to some of 
the questions I have been asked about the practice of 
psychiatry under the auspices of the British National 
Health Service. 


INCEPTION OF THE HEALTH SERVICE 


The National Health Service came into being in 
July 1948. Its inception coincided with the end of the 
period of additional specialist training offered by the 
Government to the large pool of doctors coming out of 
the services at the end of World War II. 

The war had acted as a great stimulus to British 
eee Psychiatrists had emerged from the mental 

ospitals and entered the officers’ quarters. Although 
they were initially regarded with some suspicion, fear, 
and mistrust by both medical and lay fellow-officers, their 
influence did encourage a number of physicians to enter 
the specialty of psychiatry at the end of the war. A less 
positive reason why recruitment of physicians for the 
mental hospitals became easier was the fact that too 
many had received training in such major specialties as 
internal medicine. Since there were insufficient senior 
posts available during the late 1940’s many doctors were 
obliged by economic pressures to enter another specialty. 
Psychiatry was chosen often because it appeared to be an 
open field. Many of these new psychiatrists, originally 
coerced by economic necessity, came to enjoy their work 
and brought to it an organically-determined approach 


which may well have had an important bearing on the 
direction in which British psychiatry is traveling today. 
Only a minority remain discontented and bitter. 

With the Health Service came two significant 
changes, which played an important part in the subse- 
quent development of psychiatry. The first was the re- 
moval of all mental hospitals from the control of local 
authorities and their placement under the central direc- 
tion of the Ministry of Health, through Regional Hospital 
Boards. This meant that the hospitals were no longer 
dependent on finances available in local areas, or on the 
sophistication and knowledge of the cities or county 
councils. This centralization could well have had a level- 
ing-down effect, so that the best became equal to the 
worst; but in practice, the best hospitals fought to main- 
tain their status, and the hitherto poor hospitals were 
encouraged to demand finances and facilities to come up 
to a higher level. This resulted in improvements in staf- 
fing, in decoration, and, to a lesser extent, in buildings. 

The second change was the Government’s official 
recognition, through its training programs, that psychi- 
atry was a medical specialty on a par with others such 
as radiology, dermatology, or ophthalmology. There was, 
therefore, no differential rate of pay between physicians 
in different specialties, either during their training peri- 
od or when they assumed positions of responsibility. 

There is little doubt but that centralization of hos- 
pital control and upgrading of psychiatry as a specialty 
have played an important part in raising the status of 
psychiatry and in encouraging recruits to this branch of 
medicine. Thus it has been considerably easier to imple- 
ment the changes in outlook, such as the open-door pol- 
icy, which have been introduced by leaders in modern 
mental hospital thinking. 


STAFF STRUCTURE 


The senior staff physicians in the National Health 
Service are called “consultants.” This term is used to 
denote a rank, and indicates a physician who takes full 
clinical responsibility for the patient and who frequently 
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has one or more assistants for whose training he is at 
least partially responsible. In most hospitals, the medi- 
cal superintendent and his deputy are consultants. These 
are administrative appointments made by the Regional 
Hospital Board which controls hospitals of all types, 
apart from the teaching hospitals, in its area. As to 
whether medical or lay administration is the most de- 
sirable in the organization of mental hospitals, this ques- 
tion is still unresolved. Until recently the medical super- 
intendent had absolute authority over both patients and 
staff physicians, which led to difficulties. Now it is ac- 
cepted that each consultant is fully responsible for the 
clinical care of his own patients, and it is likely that other 
arguments will be resolved. It is generally considered 
that lay administration of the therapeutic community, as 
the mental hospital is now becoming, is quite unrealistic 
and unacceptable to the medical profession. 


PSYCHIATRIC REGISTRARS 


Psychiatrists in training are known as “registrars.” 
There is usually no formal residency program as is found 
in the United States, but registrars are given training and 
instruction by the consultant staff and there are usually 
case conferences, journal clubs, discussion groups, and 
seminars similar to those found in a U. S. residency pro- 
gram. Didactic lectures are less common, though many 
university departments organize a formal lecture course 
of varying duration, usually on a part-time basis. Such 
a course offers lectures directed toward an examination 
for the Diploma in Psychological Medicine. This ex- 
amination is in two parts, the first part being in neuro- 
anatomy, neurophysiology, and psychology; and the sec- 
ond, in neurology and psychiatry. Although the examina- 
tion is not an official requirement, no registrar could 
realistically hope to obtain a senior post of any responsi- 
bility without having passed both parts of it. 

The psychologist plays a somewhat different part in 
the British mental hospital than he does in the United 
States. He rarely takes a therapeutic role because his 
main fields are considered to be research and psycho- 
logical testing. His training in experimental design and 
statistical evaluation prompts the psychiatrists to turn to 
him for advice when planning a research study. Since 
the roles and fields of action of these two groups are 
fairly well defined and do not overlap, there is rarely any 
conflict. 


There is a shortage of psychiatrically trained social 
workers in Britain and, as a result, social work is carried 
out by personnel trained in other disciplines. Some have 
been social science students, others nurses, while still 
others have been trained by the hospital, without having 
had any previous formal psychiatric or medical back- 
ground. Since the personality of the social worker is con- 
sidered more important than formal theoretical knowl- 
edge of psychiatric nosology, the shortage of PSW’s is 
not considered a grave handicap. 

Occupational therapists receive training in psychiatric 
knowledge, patient-handling, and in the arts and crafts. 
Again a shortage of trained therapists has been overcome 
by the use of untrained assistants who have, in many 
cases, proved of great value, helping patients by their 
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warm and understanding attitude. While the traditional 
arts and crafts are still the customary occupation for 
acutely ill patients in the hospital for a short time, more 
and more projects are being designed to resocialize the 
long-stay patients and to rehabilitate them for life out- 
side the mental hospital. 


OUR “SISTER” PROFESSION 


I have left until last those members of the staff who 
have the greatest contact with the majority of patients. I 
refer to the psychiatric nurses. The hospital is divided 
into wards and each is in charge of a “sister.” (The title 
is a relic of the days when all hospitals were in the care 
of nursing sisters of religious communities, but now, in 
most cases, only the title survives.) Ideally the sister has 
received hospital training both in general nursing and in 
psychiatry, and she has as her colleagues staff nurses who 
have usually completed their training in psychiatry. The 
remainder of her staff will be student nurses undergoing 
their three-year training course, and assistant nurses who, 
while receiving some instruction, do not intend to take 
examinations or proceed to the senior ranks of the nurs- 
ing hierarchy. Many of the latter are married women 
who, without the advantage of formal training, have 
proved themselves capable and worthy participants in 
the therapeutic community. 


I have briefly outlined the staff structure of the typi- 
cal psychiatric hospital because it lends point to two ma- 
jor differences between British and American psychiatry. 
These differences, related to each other, are probably un- 
related to the National Health Service. Firstly, British 
psychiatry is hospital-oriented. This means that the ma- 
jority of psychiatrists receive their training in a mental 
hospital and continue their work in such a hospital after 
their training is over. A number of general hospitals also 
have psychiatric inpatient facilities, but even these tend 
to be staffed, at least partially, by psychiatrists from a 
nearby mental hospital. 


DOMICILIARY PSYCHIATRY 


With few exceptions, this applies also to the day 
hospitals which are springing up around the country, and 
to the programs of domiciliary psychiatry. Although 
emphasis is now directed toward keeping the patient in 
the community, the typical psychiatrist maintains close 
contact with a mental hospital. 

Domiciliary consultations are an important feature 
of the National Health Service. The general practitioner 
is entitled to call upon any consultant in an appropriate 
specialty to obtain advice concerning diagnosis, treat- 
ment, and/or disposition of any of his patients. By a 
combination of domiciliary visiting and day-hospital 
treatment, it has been possible to reduce the demands on 
inpatient mental hospital beds and thus the risk of pa- 
tients’ developing what has been referred to as institu- 
tionalization, or institute neurosis. 

Partially as a result of this emphasis on the liaison be- 
tween the general practitioner and the hospital, and also 
perhaps because a number of physicians came into psy- 


chiatry by way of organic medicine, psychotherapy tends 
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to be supportive and re-educative with emphasis on en- 
vironmental manipulation, rather than dynamically ori- 
ented. It has been suggested that this may have been 
brought about by the limitation of time, and the large 
number of patients with which the psychiatrist has to 
deal as a result of the Health Service requirements. 
While these may be factors, I think that a number of 
psychiatrists believe that the results obtained by this type 
of treatment are equally as good as those produced by 
dynamically oriented, long-term psychotherapy. There is 
the added advantage that a considerably larger number 
of patients can be helped in a given period of time. This 
is not to say that there is no long-term psychotherapy 


carried out in Great Britain. On the contrary, there are 
several active centers, as well as many individual prac- 
titioners, in different parts of the country. 


FREEDOM OF CHOICE 


There is a lot of misunderstanding in the United 
States about the freedom of patients under the National 
Health Service to choose their own physicians, and also 
about the availability of private practice for the psy- 
chiatrist. All patients have a choice of family doctor; 
they are not directed. Equally, the family doctor can 
accept or refuse a particular patient or family. When 

the family doctor requires a special- 


eas ized opinion, he chooses the consultant 
whom he wishes the patient to see. 


| 
i il inl nl Wal | Most general practitioners are in the 
sen _ Health Service on a whole-time basis, 


although a few still practice privately. 
It is estimated that not more than 5 


fre e of 0 q or | per cent of the population seek private 
treatment from a general practitioner. 


On the other hand, many consultants 
in all the specialties are in part-time 
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| practice, devoting a proportion of their 
tab | ets | time to National Health Service work 
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and the remainder, a definite fraction 
| by arrangement with the Regional 
Hospital Board, to private work. Many 
patients, preferring not to join the 
hurly-burly of the hospital outpatient 
department, are willing to pay a fee 
for a private consultation. Fewer are 
| willing to undertake any lengthy treat- 
| ment or major surgery on a private 
basis, but can return to this later if 
they so wish. It is possible, however, 
| for a patient to see a consultant pri- 
| vately and then be referred to a Health 
| Service Hospital for inpatient treat- 

ment. The right to practice specialist 
| work privately is jealously maintained 
| by the majority of the medical pro- 


There have been many changes in 
the organization of psychiatric services 
_ during the past decade, and it is im- 
_ possible to know how many of these 
changes would have occurred had 
| there been no National Health Serv- 

ice. It is probable that changes would 

have been less uniform throughout 

the country, since, prior to the incor- 

poration of all mental hospitals under 

the wing of the Ministry of Health, 

progress depended mainly on the in- 
| terest and support of local Visiting 
Committees. 

The Health Service has brought 
many problems as well as some bene- 
fits. It has been said that the general 
practitioner has become a sorting 
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clerk, referring cases to one specialist or another and 
treating none himself, and that he has no time to look 
after the many neurotic patients who would be on his 
list. The fact that the family doctor has often had mini- 
mal training in dealing with such patients is often for- 
gotten. Improvement in the training of medical students 
may well remedy this situation, because it is often a feel- 
ing of inadequacy rather than a limitation of time which 
prevents the general practitioner from assuming his re- 
sponsibilities toward these patients. 

There has been developing in Britain a new concept 
of psychiatric illness. The lay population is becoming 
accustomed to the idea that mental illness is indeed an 
illness, and not evidence of moral degradation. This is 
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demonstrated by the high incidence of voluntary admis- 
sions, and by the new and liberal Mental Health Act 
passed by Parliament in 1959, which offers hope of con- 
tinued improvement in psychiatric services. Psychiatry 
is slowly becoming accepted as a respectable field of 
medicine. 

The problem of the increasing costs of medical treat- 
ment to the individual looms large in modern life. There 
are many different ways of dealing with the situation, and 
the National Health Service of Great Britain is one 
method which has met with some success. It is by no 
means the only way of dealing with the problem but it is 
clear that some solutions must be found which appeal 
to the ideals and way of life of the populace. ° 


Bow nc has recently been added to the outside activities 
available to the patients at DeWitt State Hospital 
near Auburn, California. When new bowling lanes were 
opened in Auburn, DeWitt’s superintendent, G. D. Tip- 
ton, M.D., arranged with the manager of the alley for 
patients to bowl at a reduced tee, which is paid from the 
Patients’ Benefit Fund. 

Approximately twenty-five patients from several 
wards in the hospital participate every other week, and 
the group is accompanied by therapists from the recrea- 
tion therapy department and by psychiatric technicians. 
The only requirements are that patients be physically and 
mentally able to benefit from such an activity outside of 
the hospital. Participants include young and old men 
and women, and acute and continued-treatment patients 
with various mental and emotional problems. 

The general plan is for each group of patients to 
visit the bowling alley three times to permit them to 
learn the fundamentals of bowling. At the end of six 
weeks another group begins the cycle. Because of dis- 
charges and leaves of absence, patients who have com- 
pleted the series are frequently scheduled again in later 
groups. This causes lively exchanges as the one-month 
veterans tell the newcomers the secrets of the game. 

Word of the bowling program spread rapidly among 
the patients in the hospital and each week many new 
patients ask to be signed up. Some of the patients have 
bowled in the past, but this is a brand new experience 
for most, and the manager of the alley and his wife train 
each group in the basic bowling form and technique. 
After the preliminary advice and orientation, the patients 
and hospital employees are divided into groups of three, 
and as the bowling progresses, the patients often instruct 
the emplovees. 

Most of the patients enjoy the game even though 
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they do not expect to become championship bowlers. 
It provides an enjoyable experience which is not dupli- 
cated in therapeutic value by any other activity. The 
two hours are spent in vigorous action with no time for 
loafing, personal problems, or case histories. 

One young lady who had been hospitalized for many 
years and had consistently displayed a lack of emotional 
response suddenly reacted by laughing and shouting 
when she made a strike. Another critical and hostile 
patient usually rolled the ball down the gutter and con- 
stantly complained, “I just can’t do it and there isn’t any 
use trying.” Encouragement from other patients and 
helpful hints about technique soon resulted in a strike 
for her. 

Refreshments contribute to the relaxed and friendly 
atmosphere, and lively conversations take place over cups 
of coffee as patients await their turns on the alley. There 
is a continuous discussion of scores, blunders, and good 
shots. Patients and employees get to know each other 
better in the friendly atmosphere and, occasionally, the 
superintendent comes to observe the activity and coach 
from the side lines. 

The goal of the bowling program is to give the 
patients an opportunity to gain a lasting interest in an 
activity which can provide a healthy and wholesome di- 
version in the future. Patients are being encouraged to 
use their free time to best advantage, and the enthusiastic 
comments made by the participating patients indicate 
that the activity is certainly worthwhile. e 
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A WORKSHOP 


For Psychiatric Nursing Assistants 


By ERNEST O. DENNY, R.N. 
Assistant Chief, Nursi:ix: Education 
VA Hospital, Lexington, Kentucky 


ALTHOUGH THE PSYCHIATRIC NURSING ASSISTANT is an im- 
portant member of the hospital team, we find that he is 
often left out of many of the developmental activities 
agen for other staff members in the hospital. When 

e is so taken for granted, perhaps because the profes- 
sional staff is too absorbed in other problems to think 
about his educational needs, he is, justifiably, apt to feel 
like just another “fixture.” 

This realization prompted us to develop a workshop 
for our nursing assistants at the VA Hospital in Lexing- 
ton, to further inform them about their part in the care of 
the psychiatric patient. Although we have many in- 
service programs for nursing assistants, they usually con- 
sist of limited training or refresher courses in such sub- 
jects as charting, new drugs, and nursing procedures. 
While these classes are of definite value and mandatory 
if the assistants are to succeed in their jobs, they do not 
meet all of the needs because the groups are seldom 
large enough to accommodate a broad exchange of ideas 
and information. 

The workshop format seemed to provide an ideal 
opportunity for a larger gathering which would permit 
the necessary range of discussion. However, planning the 
project posed real difficulty, since the hospital operates 
on a 24-hour day and the needs of the patients must be 
met. To consider the problems and to formulate tenta- 
tive plans, a conference was held by the clinical nurse 
supervisors and the administrative staff. They discussed 
such items as subject matter, number of nursing assist- 
ants that could be spared from each unit, and appropri- 
ate times and places for the workshop. 

It was agreed that to provide adequate ward cover- 
age during the meetings, the workshop would have to be 
conducted in two sessions, each lasting for two days. 
Half of the nursing assistants could attend the first ses- 
sion and the remainder could attend the second session. 
The only area suitable and large enough for the work- 
shops was a recreation room used by a group of patients, 
who were willing to relinquish it for the times required. 

Subject matter was plentiful, but in outlining the 
content of the workshop, the conference had to deter- 
mine what was most needed and what would be most 
beneficial. The theme, “The Role of the Psychiatric 
Nursing Assistant,” seemed especially appropriate be- 


cause of current changes and philosophies in the nursing 
field. Just as the registered nurse’s role is changing, so 
is that of the nonprofessional nursing assistant, and we 


hoped to bring about better understanding of this 
change. 

The literature in nursing and allied fields did not 
yield much information but, after searching for appro- 
priate topics and problems, we finally decided that lead- 
ership and human relationships were subjects that would 
support the main theme. In a psychiatric setting, these 
elements are very important and not always too well 
understood. If the group could clarify their responsi- 
bility in these areas, the workshop could be considered 
a success. 

During the planning stage, the nursing assistant 
group repeatedly asked: When will it be held? Who will 
be allowed to attend? What is it going to be like? What 
are some of the questions? Their interest encouraged us 
to work that much harder to make it a success. 

Various people who were to contribute to the work- 
shop, including the chaplain, manager, chief nurse, chief 
of psychology, chief of manual arts therapy, and super- 
visors who were going to act as resource persons, were 
contacted, and their cooperation eliminated a great many 
anticipated difficulties. 

After the arrangements were final, the program was 
printed and all materials assembled. The workshop was 
scheduled to run for a two-day period and then to be 
repeated one week later for those who could not attend 
the first time. The hours were 8 a.m. to 4:30 p.m. in- 
cluding recesses and lunch period. The first day of each 
session the chaplain opened the meeting with an invoca- 
tion. The remainder of the program was as follows: 


FIRST DAY 


8:05 Welcome by the Manager. 
8:10 Introduction by the Assistant Chief of Nurs- 
ing Education. 
8:15 “What is the Role of the Nursing Assistant?” 
by the Chief Nurse. 
10:00 Group Reports and Discussion. 
10:45 Recess. 
11:00 Film “Man to Man” and discussion. 
12:00 Lunch. 
1:00 Role-Playing: “The Patient and the Nursing 
Assistant.” 
1:45 Recess. 
2:00 Group Buzz Sessions. 
8:00 Group Reports and Discussion. 
4:00 Summary. 
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SECOND DAY 


8:00 Introduction by the Assistant Chief of Nurs- 
ing Education. 

8:15 Project—Achievement Test—Part I. 

9:45 Recess. 
10:00 Project—Achievement Test—Part II. 
11:30 Discussion Project. 
12:00 Lunch. 

1:00 “Leadership,” by the Chief of Psychology. 
1:30 Group Buzz Sessions. 

2:30 Group Reports and Discussion. 

3:30 Role-Playing: “Top Secret.” 

4:00 Discussion and Summary. 


In the buzz sessions, the participants were given a 
problem to discuss and asked to plan a possible solution. 
Each group was limited to six people, who chose a leader 
and recorder. Resource people who circulated among 
the groups to assist in any way possible found the ac- 
tivity quite surprising because we had not anticipated 
such wholehearted involvement, especially since this was 
a new experience to the group. The reports and discus- 
sions afterward were quite prolific; participants had real- 
ly attempted to work out the problems and had many 
good suggestions to offer. 

Role-playing was not done by the participants this 
time, because we felt that they might lose some of the 
benefits that could be derived from observing. How- 
ever, we expect to develop this technique in future work- 
shops. 

The materials, in both the group sessions and role- 
playing, were all related in some way to the job of the 
nursing assistant. For example, “Top Secret” dealt with 
confidential information about the patient, hospital, or 
personnel. One of the group problems was to give a 
generalized description of a patient and to devise a plan 
for nursing care. An occasional personnel problem was 
presented, because this is all part of the total work cli- 
mate and must be considered influential in patient care. 
Such experiences were beneficial in pointing out to the 
participants some of the strong and weak points in their 
work habits and their relationships with patients, person- 
nel, and co-workers. 

On the morning of the second day, the group was 
given a two-part project Achievement Test, developed as 
part of a study conducted by the National League for 
Nursing. Since a part of the test dealt with psychiatry, 
we decided to include it in the workshop schedule, and 
it proved to be a good exercise and an excellent subject 
for discussion. 

At the close of the second day, we asked each group 
to fill out a brief questionnaire to furnish us some insight 
into the participants’ over-all opinions of the workshop. 
It was to be answered anonymously to allow for freedom 
of expression. 


RESULTS 


The results indicate that the group benefited from 
the experience. 1. All but three said that this was their 
first workshop. 2. All felt it had been helpful in some 
way. 3. The buzz sessions method was rated from good 
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to excellent. 4. The problems were considered of aver- 
age difficulty. 5. The majority wanted another work- 
shop. The general opinion was that it had helped them 
to better understand the patient, their own roles, and 
the need for additional education or inservice training. 
The open discussions were popular, and the opportunity 
to talk freely, positively or negatively, was an important 
factor. 

This permissive two-way communication, between 
the nonprofessional and professional groups, contributed 
especially to the success of the workshop, because 
through expressing themselves and offering constructive 
criticism, the nursing assistants took the first step in their 
leadership role. Having afforded them this experience 
during the workshop, we anticipate that they will carry 
it back to their work areas and apply it. 

At the same time, the instructors, supervisors, head 
nurses, and other staff members learned and benefited 
from the experience. For instance, we were reminded 
how very important it is to offer support, reassurance, 
and trust to our nonprofessional co-workers. The work- 
shop definitely showed the need for the nonprofessional 
employee to be recognized, and to participate in the 
various development programs. . 


TOOTHBRUSH HOLDER 


CATALOG +BH-60 
FOR 
MENTAL INSTITUTIONS 


CAN BE FURNISHED IN ANY SPECIFIED 
BRUSH CAPACITY 


CONSTRUCTED OF 20 GAUGE STAINLESS 
STEEL. BRUSH CAN BE STERILIZED AND 
STORED IN THIS HOLDER. BRISTLES DO 
NOT TOUCH TOP OF HOLDER FRAME. 


Pratt Hospital Equipment Mfg. Co. 


3007 Southwest Drive Los Angeles 43, California 


— 
' 
| 
i 
; 
i 
| 
4 


An Activities Group Charts Its Own Course 


By CAROLYN OWEN, M.A., O.T.R. 


Supervising Therapist, Activities Therapies Department 


Illinois Psychiatric Institute, Chicago 


How Many times have you wished that your hospital 
were not so well steeped in tradition? How often have 
you thought how much better things would be if you 
could set the policies and procedures? How frequently 
have you mumbled that you wish someone would ask 
you how you thought the treatment program should be 
imple mented? 

On July 14 of 1959, the Illinois State Psychiatric 
Institute opened as a 400-bed hospital with a three-fold 
purpose: intensive treatment of the mentally ill; training 
students of all psychiatric disciplines; and extensive re- 
search. By July 27, there were two occupational thera- 
pists and one recreational therapist on the staff and it 
seemed as though from that moment on we were asked 
how we saw activity therapies contributing to the total 
program. Our immediate reaction to this question was, 
“Don't the other hospital personnel know the value of 
activity therapies? Are we going to have the age-old 
problem of interpreting our role to these people here in 
this newest of all hospitals, with its staff of exceptionally 
well trained and experienced people?” 


ANSWERS AND QUESTIONS 


We were somewhat nonplused by this being asked 
what we thought, and gave some vague and high-sound- 
ing answers like, “We want to do intensive treatment; 
we want to work individually and with small groups of 
patients, for the most part. We want medical guidance.” 
The replies came back: “What do you mean by intensive 
treatment? What do you intend to do with patients on 
an individual or small group basis? What kind of guid- 
ance do you need from us?” 

This kind of shifting continued throughout the sum- 
mer, while we enlarged our staff and developed our pro- 
gram along traditional lines. By October, there were 
three occupational therapists and ‘four recreational thera- 
pists. After we had been told repeatedly by the super- 
intendent, the clinical director, and a chief of. service, 
who had been assigned to our department as liaison be- 
tween us and the medical staft, that neither the medical 
staff nor the administration was going to set our pro- 
gram for us, we were finally convinced. They said, “You 


know your skills, your training, your potential. You out- 
line for us what you can do.” 

One would think we would have been completely 
delighted at this prospect, and to a certain extent, we 
were. However, it must be pointed out that this is a 
very difficult task. It is one thing to complain about 
what other people do, another thing to alter a policy or 
procedure that is already set, and still another thing to 
formulate from the first word a total activity therapies 
program. 


A RARE OPPORTUNITY 


We did know that we wished to do this by group 
process, as we were aware that establishing a totally new 
department was a rare opportunity, and each of us 
wanted to be a part of it. We also knew that each of 
us had something special to contribute and that a pro- 
gram is certain to function most effectively when every 
staff member has a voice in its formulation. 

However, our resistance continued throughout the 
project, varying in relation to our feelings of adequacy 
and our courage in facing the task. As an ancillary 
discipline, we still wondered at our impertinence in 
defining our own goals without specific direction from a 
physician. 

We began by sitting together as a group and think- 
ing through the various questions before us. We soon 
decided that eight people were too many, so we split 
into two groups of four, with therapists of varied train- 
ing and experience in each group. After three sessions 
we joined to share our ideas and discovered that our 
approaches and subjects were quite different. The total 
group made some more decisions at this time and came 
up with a new method. We decided that a representa- 
tive number of people should meet and make recommen- 
dations to the total group for its final decision. There- 
after, three of us, an occupational therapist, a recreation- 
al therapist, and the supervising therapist, met daily for 
several weeks, working through various programing 
problems. Once a week our ideas were presented to the 
total activities staff for consideration, discussion, and 
alteration, as the group agreed. In each instance our 
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final recommended procedures were then presented to 
the clinical director for his approval. 

This method worked well until we recommended a 
procedure that was totally unacceptable to the adminis- 
tration. They seemed to misunderstand our purposes, 
and at this point we realized that we were setting up 
procedures before we had clearly established our goals. 
Again we found ourselves avoiding the real issue, which 
was that of defining our role. This was discouraging, 
but it forced us to focus our attention again on the main 
issue and recalled us from our wanderings. 


The group decided that one person should be re- 
sponsible for drafting ideas, since the total group could 
not do this without taking an unreasonable amount of 
time, which would cut heavily into the many other re- 
sponsibilities each of us had. At this time I searched 
the literature to see what had been established and pub- 
lished to date. Among many other things, I learned that 
definition of role has been a difficult problem for the pro- 
fession as a whole, and that we were not alone in our 
plight. However, the references, although not exactly 
what we needed, were a great help as a structure from 
which we were able to select the material most suitable 
for our setting. 

The first draft presented to the group was eight 
pages in length and in paragraph form. A copy was sent 
to each person for his review and comments. These 
ranged from minor grammatical changes to major con- 
ceptual variations. However, it was very clear that the 
material was entirely too detailed and not well organ- 
ized, although the content was generally acceptable. The 
next step was to determine the major points of emphasis 
and to elaborate them no more than necessary to illus- 
trate them clearly. 

The revised form was distributed to each member of 
the group. This time the comments varied from complete 
acceptance to some widely differing points of theory. It 
was apparent then that group discussion was necessary 
in order to arrive at common agreement concerning phi- 
losophy. Incorporation of the ideas as they stood was 
impossible. Individual thinking apart from others was 
no longer of value. The time had come to discuss this 
thoroughly as a group. 


SHADES OF MEANING 


We met twice a week for an hour, and took each 
point one by one, considering it at length. This was 
very difficult to do. We found ourselves questioning 
everything, from the use of singular or plural, to how 
we viewed the psychiatric team and ourselves as mem- 
bers of it. We decided that we wanted an outline form 
with illustrative examples taken from our daily con- 
tact with patients, and we agreed that the selection of 
words was very important if we were to state our point 
clearly and with the exact meaning which we intended 
to convey. The dictionary sat “at our right hand.” 

This final formulation of our own view of our role 
was a difficult process, and many reactions were dis- 
played. Some people forgot the meetings; some were 
late in attendance; others were there, but showed signs 
of boredom or hostility. We were sometimes angry with 
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one another in our disagreement, other times angry with 
ourselves and our feelings of inadequacy. We did, how- 
ever, see much humor in our strivings, and above all, we 
developed a greater respect for and knowledge of each 
other. On June 20, 1960, we presented our final state- 
ment to the clinical director. To our great pleasure our 
role as defined by us, (see below) was heartily accepted 


and approved by the medical staff. 


ROLE OF ACTIVITY THERAPIES AT 
ILLINOIS STATE PSYCHIATRIC INSTITUTE 


Professionally trained activity therapists function in 
the treatment of the psychiatric patient through the use 
of self, groups, and activities. They contribute their 
knowledge and skills to the formulation and implemen- 
tation of treatment goals for each patient by cooperating 
with the psychiatric team, which is directed by the physi- 
cian. 

The following outline describes various ways in 
which activity therapists may function: 


I. Contribute to the Creation of a Therapeutic Milieu 
A. Foster the feeling that living with others can be a 
safe and satisfying experience. 
Examples: Accepting the patient, his produc- 
tions, and contributions. 

B. Assist the patient in improving his social skills. 
Examples: Planning and participating in group 
projects and/or activities; chorus; dancing; par- 
ties; drama. 

C. Encourage socially acceptable interests. 

Examples: Providing opportunities for patients to 
select and develop areas of interest; instruction 
in skills. 

D. Create an atmosphere in which patients may con- 

structively use their leisure. 
Examples: Supervising evening and week-end 
recreational programs; supplying books, records, 
games, etc. 


II. Contribute to Patient's Psychodynamic Formulations 
Through Personality, Social, and Skill Evaluations 

A. Through activities, acquire knowledge of the 
patient which will contribute to a better under- 
standing of his problems. 

Examples: Working with the patient and making 
significant observations of his responses to staff 
and patients, his attitudes, skills, interests, and 
creative productions. 

B. Inform the psychiatric team of the patient’s moods, 
relationships, and manner of performance in activ- 
ity situations. 

Examples: Reporting regularly, in both written 
and verbal form, significant information concern- 
ing patients. 


III. Attain Specific Treatment Goals by Supplementing 
Psychotherapy 

A. Provide opportunities for the patient's actual or 

symbolic gratification of his developmental needs. 

Examples: Preparing and serving refreshments; 

fingerpainting; using ceramics, papier maché. 
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B. Assist the patient in establishing healthy dependent- 
independent relationships. 
Examples: Accepting patient at his level of func- 
tioning and adjusting activities to meet pre- 
scribed goals. 
C. Further the development of the patient’s self-con- 
cept and assist him to increase his ego strength. 
Examples: Personal grooming; projects for per- 
sonal use; selective structuring of activities with 
appropriate limit-setting; encouraging physical 
fitness and motor-coordination; opportunities for 
reality testing. 
D. Strengthen ego defenses and provide routes for 
sublimation of aggressive and libidinal impulses. 
Examples: Acceptable means for release of hos- 
tility; constructive use of obsessive compulsive 
behavior; acceptable expression of narcissistic 
tendencies. 
IV. Help Patient Make the Transition from Hospital 
Life to Community Living 
A. Assist patient in evaluating and improving his work 
potential. 
Examples: Fostering development of effective 
work habits, useful skills, and a sense of respon- 
sibility; providing specific activity assignments. 
B. Increase patient’s awareness of the community. 
Examples: Inviting community entertainment 
groups and speakers to the hospital; providing 
trips into the community; leisure-time counsel- 


ling. 


We look at our efforts with pride and satisfaction, 
although we know that surely we will continue to re- 
valuate and revise our role as we consider it advisable. 
We are aware that this covers only our role in relation 
to intensive treatment. Later we must determine how 
we can most effectively function in the total training 
and research programs as well. We know that one of 
the greatest values of defining our role has been not 
what this means to other hospital personnel, but what it 
means to us. We know too that we have only begun by 
outlining our goals and objectives, that we need to elab- 
orate on each one of these four areas and above all, to 
put into practice these purposes which we have concep- 
tualized. 


SUPPORT FROM THE TOP 


We feel that we have grown professionally from 
this stimulating and demanding experience. (Certainly 
another complete paper could be written on my own 
personal growth throughout these months of contempla- 
tion, experimentation, and interaction.) We are also 
aware that none of this could have been possible with- 
out the support of the superintendent, the clinical direc- 
tor, and the liaison chief of service, each of whom con- 
tributed in his own way. 

It is our hope that by sharing this experience and 
our difficulties with you, we will also have shared our 
richness of feeling, engendered of professional satisfac- 
tion, stimulation, and growth. e 


The Language Gateway 


SOME TIME AGO we noted that quite a few of the women 
living in one particular building of this hospital spoke 
very little or no English at all. Since the hospital oper- 
ates under a total-push program, any excuse to launch a 
new activity is readily accepted, the more so if it includes 
patients not previously reached. Therefore, it wasn’t 
difficult to form groups of these patients, using language 
as the cohesive factor. 

In addition we had three beauticians and one at- 
tendant, all first-generation Americans, who were avail- 
able and willing to become leaders of Polish, Slavonic, 
German, and Italian groups. Any patient who could 
speak one of these languages was invited to join the ap- 
propriate group. When a group became too large, pref- 
erence was given to patients who could speak no English 
at all. Some bilingual patients consistently refused to 
attend, others dropped out after a few meetings. How- 
ever, after a few weeks, membership stabilized with both 
bilingual and monolingual members, and the groups have 
now been functioning very well for over a year. 

Not only are the participating staff members as inter- 
ested now as they were when the plan began, but, more 
important, patients within these groups have not iso- 
lated themselves from the larger patient population. On 
the contrary, those who had been withdrawn for many 


years became more lively when they heard their fellow 
patients talking about the “old country.” At times the 
groups tended to talk about the hardships experienced 
there, instead of more pleasant memories. Sometimes the 
more outgoing patients would come forward with a song 
or recite poetry in their native language. Although the 
majority were immigrants, it was apparent that identifica- 
tion with the “old country” or with parental experiences 
was a dominant and integrating theme. 

These patients soon developed a sense of belonging, 
and it was clear that the language groups fulfilled a real 
need—the need to communicate. In this respect these pa- 
tients were starved. They had been isolated not only as 
a result of their illness but also because of their language 
barrier. Further, they had been out of contact with their 
native habits and cultures and the natural manner in 
which they had been accustomed to expressing grief and 
happiness. 

These people were, in many ways, outsiders even to 
the hospital. We think that the fact that the leader of the 
group spoke their language seemed to mean approval in 
an area where the patient had learned to expect nothing 
but rejection. 


JACOB De JONG, M.D. 
Fairfield (Conn.) State Hospital 
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Toastmasters Pop Up Again 


The following communication was received from the 
headquarters of Toastmasters International in a letter re- 
questing reprints of the article, “Toastmasters Pop Up at 
Hospital,” which appeared on page 33 of the September 
issue of MENTAL HOSPITALS. 


. .. We are delighted to draw attention to your publica- 
tion as well as to our interest in making the Gavel Club 
activity an adjunct to the rehabilitation services provided 
by mental hospitals. 

You may be interested to learn that Mr. Allen W. 
Grubb, Director of Recreation at Evansville State Hos- 
pital, Indiana, has also reported to us the establishment 
of a Gavel Club which has been successful in helping 
withdrawn patients and in creating an effective liaison 
between patients and members of the community. 


MAURICE FORLEY 


Executive Director 


NEW 
PRODUCTS 


Since it is the task of this column to comment on new 
products, specific note is made below of certain displays 
shown at the 12th Mental Hospital Institute which are 
especially pertinent to the needs of psychiatric hospitals. 
All the exhibitors, both general and pharmaceutical, will 
be happy to send details about their latest developments 
and ongoing research. Please be good enough to men- 
tion Menta Hospirats or the 12th Mental Hospital 
Institute if you request any information. 


Clothing, Food, and Furnishings: 


Karoll’s Incorporated drew much attention with a large 
variety of clothing and furniture. We were very im- 
pressed with their E-Z Lounge Mobile, a chair designed 
to give the patient the utmost in sitting or reclining com- 
fort. This comfortable and versatile chair features a re- 
movable dolly which, when attached, makes it possible 
for a patient to remain in the chair while it is being 
moved from one location to another. The E-Z Lounge 
Mobile, complete with the chrome-plated dolly, sells for 
approximately $65. 

In clothing, Karoll’s showed a variety of attractive 
styles in their new Lady Karoll dresses, constructed of 
a superstrong twill woven into various, over-all small 
print designs in pastel shades. These dresses have been 
thoroughly tested and proved to be practical as well as 


popular with the patients who wore them during the 
testing period. 

Karoll’s also came up with the answer to the need for 
practical yet pretty dresses for those teen and preteen 
girls who require extra-large sizes. Their’ Princess Kay 
dresses, in easy-wear, easy-care styles, are designed to 
make even the chubbiest girls fit into the popular fashion 
picture. Again, a strong twill fabric in a small, pastel 
print is cut for better fashion and better fit. Both the 
classic shirtwaist and the bateau-bodice styles have an 
elasticized waist and a shirred skirt, thus eliminating 
costly and time-consuming alterations while still giving 
the appearance of personalized fit. 

A new idea in Karoll’s display was a different adult 
bib. This bib uses self-closing Velcro instead of the 
usual flimsy and potentially dangerous drawstring around 
the neck. Velcro is used again to seal the hem sides to 
the bib, forming a bottom pocket, which, with just a tug, 
drops straight for thorough shaking-out and ease of 
washing. The pocket may be sealed in place again 
when needed. For information on the above products 
write to Karoll’s Incorporated, Institutional Division, 32 
North State Street, Chicago 2, Illinois. 

Sharing a booth with Charles Sales Company of Chel- 
sea, Mass., distributors of surplus materials, was State 
Products, Inc. They were giving samples of their 
tasty chow mein, about which we wrote after last year’s 
Institute. Here’s just a brief reminder that in addition to 
tasting very good, this dehydrated food formula is easy 
to store, does not spoil, and can be served for about 7 
cents for a 6-ounce serving. For information on all their 
products, write State Products, Inc. P.O. Box 296, At- 
lantic City, New Jersey. 

Another busy display area was that of Allen Foods, 
Incorporated, where they served their Lasco Orange 
Drink. Each four-ounce serving contains 70 milligrams 
of Vitamin C. In addition to being nutritious, this re- 
freshing beverage is economical and easy to prepare—just 
add water to the highly concentrated granules. You can 
write for complete details to Allen Foods, Inc., 4555 
Gustine Street, St. Louis, 16, Missouri. 

A new exhibitor this year was Desco International 
Association who featured their Selbatex flooring and 
their Vitro-Glaze flooring and wall-covering. You might 
remember that we discussed the Selbatex flooring in this 
column in April, stating that we were most pleased with 
a test piece that had been in use for over a year in our 
institution. A new and decorative feature, adding more 
interest to this flooring, is the introduction of terrazzo 
chips into this material. Giving the effect of terrazzo, 
it is supposed to wear as well, yet costs considerably 
less and does not present half the installation problems 
involved with the real thing. For more details write 
to Desco International Association, Buffalo, New York. 

Blue Ridge Textile Co., Inc., another nev exhibitor, 
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showed a variety of items made from their specially con- 
structed nylon fabrics. These fabrics are double-knitted, 
making both sides of the cloth look the same and making 
them two to three times stronger than ordinary woven 
fabrics. Blue Ridge Textile Company calls material of 
this type the “fabric with a memory” because it can be 
stretched to the full extreme and completely recover the 
original size and shape to which it was cut. We have 
been testing some slips and panties made by this com- 
pany for the past three months. We can report that they 
wear like iron and show no signs of wear and tear after 
more than thirty washings. These garments drip-dry, of 
course. In addition to women’s lingerie, Blue Ridge, 
Textiles displayed women’s dresses, curtains, slippers, and 
even (using a very heavy denier) knitted nylon uphol- 
stery material that has a leatherette appearance. It is 
worth noting here that during the past 18 months, this 
company has set up a special division to engineer fabrics 
to answer specific problems in the mental hospital cloth- 
ing, drapery, and upholstery needs. For complete in- 
formation write to Mr. Fred Burnside, Blue Ridge Textile 
Co., Inc., Bangor, Pennsylvania, or to 112 West 34th 
Street, New York, New York. 


ALEXIS TARUMIANZ 


(Other exhibitors included Hollister, Inc., showing an 
identification system and bed signs, Miles Reproducer 
Co., Inc., demonstrating a conference recorder, and 
Twentier’s Research, Inc., showing another identification 
band. ) 
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Pharmaceuticals: 


Six of the major pharmaceutical houses—Geigy Phar- 
maceutical, Roche Laboratories, Sandoz Pharmaceuticals, 
Schering, Smith Kline and French, and E. R. Squibb and 
Sons—also exhibited during the Institute, showing their 
latest advances in the development of new therapeutic 
agents to meet the demands of modern psychiatry. These 
attractive exhibits were a vital part of the educational 
opportunities offered in Salt Lake City, since they en- 
abled a number of physicians to refresh their knowledge 
of the latest pharmacological therapies. 

Geigy Pharmaceuticals featured Tofranil (imipramine 
hydrochloride), which, while useful in the treatment of 
depressions, especially in the geriatric patient, is not a 
monoamine oxidase inhibitor. Roche Laboratories re- 
ported recent clinical experiences with the relatively new 
psychotropic compound, Librium (chlordiazepoxide hy- 
drochloride), which is specifically for the relief of irra- 
tional fear, anxiety, and tension. This drug is available 
in 5, 10, and 25 mg. capsules, the 25 mg. being especially 
for use in psychiatric hospitals. Among the characteristics 
of Mellaril (thioridazine hydrochloride), a potent’ trans- 
quilizer shown by Sandoz, the fact that it does not act 
on the vomiting centers was emphasized. Schering, dis- 
playing Trilafon (perphenazine), pointed out that this 
drug, used for psychotics, is now available in injectible 
form, as tablets, Repetabs (for prompt and prolonged 
action), syrup, and concentrate. Smith Kline and French 
featured Stelazine (trifluoperazine) for the relief of 
psychotic symptoms. Squibb and Sons described their 
high-potency phenothiazine, Prolixin (fluphenazine di- 
hydrochloride ), said to be effective for many patients re- 
fractory to other phenothiazines. 


WILLIAM F. SHEELEY, M.D. 


FILM 
REVIEWS 


Three English films about psychotic children have re- 
cently become available in the United States and are 
reviewed below. All were made a few years ago at the 
famed Maudsley Hospital, London, under the direction 
of E. James Anthony, M.D., who was then at Maudsley’s 
Institute of Psychiatry. Dr. Anthony is now Professor of 
Child Psychiatry, Washington University, St. Louis, Mo. 
All three films were made for teaching purposes and are 
not suitable for showing to the general public. NATU- 
RAL HISTORY OF PSYCHOTIC ILLNESS IN CHILD- 
HOOD, the first of the three films revieved below, is 
being added to the Film Library of the A.P.A. Mental 
Hospital Service and is expected to be available by Jan. 1. 
The other two films are distributed by New York Uni- 
versity Film Library, 26 Washington Place, New York 3. 
N. Y. 

NATURAL HISTORY OF PSYCHOTIC ILLNESS IN 
CHILDHOOD (19 minutes, black and white, sound) 


Produced by the Institute of Psychiatry, Maudsley Hos- 
pital, London. 


This remarkable film document gives clinicians and 
students of child psychiatry the opportunity to follow a 
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case from infancy through to the onset of a psychotic 
state. 

A chain of unusual circumstances made the film 
possible: first, the child’s father was an amateur photog- 
rapher and took many snapshots and home movies of the 
child; second, the mother meticulously chronicled the 
child’s early years in a strangely objective diary. As a 
result, this “natural history” of Margaret’s metamorphosis 
from a happy, precocious toddler of two to a withdrawn, 
autistic ten-year-old makes an unforgettable film and a 
valuable teaching aid. 

From the family album, with verbal captions from 
the diary, we learn that Margaret, though a happy, lively 
baby, is extremely sensitive to noise and is a difficult 
feeder. Father’s movies of his three year-old reveal her 
intense interest in manipulating things like sticks and 
buttons. We watch her become less playful, more serious; 
she spends hours standing about idly. She reacts badly 
to the birth of a baby brother, has attacks of terror and 
becomes regressed, rigid, and incoherent of speech. Her 
pretty little face is devoid of expression, although she is 
sometimes seized with a primitive type of excitement 
which makes her flutter like a bird. By this time, the di- 
agnosis is easy to make and she is taken to a residential 
school where they give her a silver potion at the full 
moon and make clumsy attempts to “get through” to her. 
These methods only make her worse, and eventually she 
is referred to Maudsley Hospital, where the film record 
continues. She is now a classic textbook example of the 
psychotic child, wholly self-absorbed, untrainable, re- 
sponding passively to frustration, and constantly avoid- 
ing the world of people. 

Although Margaret made a few gains at Maudsley, 
treatment was abandoned as she approached adoles- 
cence. As Dr. Anthony comments in his narration, she is 
a “Cinderella of psychiatry” for there is no place for her 
if she does not respond to treatment. There is a final, 
harrowing glimpse of the child sitting among elderly 
psychotic women in an adult mental hospital. The pic- 
tures alone make this film a fascinating compendium of 
symptomatic behavior, but it is Dr. Anthony's lucid ex- 
planations on the soundtrack that make this a unique 
teaching aid. In this reviewer's opinion, the film packs 
far too much of an emotional wallop to be shown to the 


Snapshots from a family album 
reveal the progress of psychosis 
in a child. The gay, precocious 
toddler of the first picture (left) 
developed into an anxiety-ridden 
child who seems to be in per- 
petual nightmare (center). Only 
a few years later, her mother 
said, “The light has gone out in 
her” (right). From NATURAL 
HISTORY OF PSYCHOTIC 
ILLNESS IN CHILDHOOD, re- 
viewed in this issue. 
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general public. But for clinicians, medical students, psy- 
chiatric nurses, and those who work with emotionally 
disturbed children its value is unequaled. 


CLINICAL ASPECTS OF CHILDHOOD PSYCHOSIS 
(55 minutes, black and white, silent) and APPROACH 
TO OBJECTS BY PSYCHOTIC CHILDREN (14 min- 
utes, black and white, silent) Two other films from the 
series, “The Psychotic Child,” produced by the Institute 
of Psychiatry, Maudsley Hospital. 


Viewed as films, these are not as exciting as NATU- 
RAL HISTORY OF PSYCHOTIC ILLNESS IN CHILD- 
HOOD. Regarded strictly as “cinematic textbooks,” how- 
ever, they contain much interesting material that would 
be a valuable complement to the curricula of psychiatric 
and psychological students. Between the years 1952 
(when this special clinic for psychotic children was es- 
tablished at Maudsley) and 1958 (when the film was 
edited), over 100 children had passed through the clinic. 
Films were made of each child and, later, were arranged 
to make a longer film illustrating different syndromes. 
Despite some gaps, the result is a systematic account of 
mental illness in children, with the shots grouped under 
classification, etiology, diagnosis, natural history, symp- 
tomatology, differential diagnosis, prognosis, and treat- 
ment. 

CLINICAL ASPECTS OF CHILDHOOD PSY- 
CHOSIS does a very good job of bringing some order to 
a somewhat confused clinical picture. APPROACH TO 
OBJECTS BY PSYCHOTIC CHILDREN limits itself to 
showing the varying reactions of psychotic children when 
objects are removed from view. The more autistic chil- 
dren are less able to search for the object or to retrieve 
it from behind a barrier of glass. When confronted with 
a mirror image of themselves, autistic children, like nor- 
mal babies, give little evidence of self-recognition and 
show more interest in other reflections in the mirror. 
Both of these films are silent, but contain adequate ex- 
planatory titles for each sequence. Instructors who use 
any one or all three of these useful films on psychotic 
children will profit from a study of the excellent discus- 
sion guides written by Dr. Anthony. 

JACK NEHER 
Mental Health Materials Center 
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NEWS NOTES 


Program Committee 


for 13th M.H.I. 
Alfred H. Stanton, M.D.. McLean Hos- 


pital, Belmont, Mass., is the chairman 
of the Program Committee for the 13th 
Mental Hospital Institute, to be held 
October 16-19, 1961, at the Hotei 
Sheraton-Fontenelle, Omaha, Nebraska. 
Serving with Dr. Stanton are James E. 
Gilbert, M.D., Aberdeen, South Dakota; 
John P. Lambert. M.D., Katonah, 
N. Y.; John J. Blasko, M.D., Washing- 
ton, D. C.; and Mr. Joseph Greco, Kan- 
sas City, Mo. William F. Sheeley, M.D., 
of the A.P.A. Central Office, will serve 
as consultant. The committee will hold 
its first meeting in Washington, D. C., 
on December 7 and 8, 1960. Sugges- 
tions as to program content, format, 
and possible speakers will be welcomed, 


and may be sent to Dr. Stanton at the 


Central Office of the A.P.A. 


Achievement Award Contest 

Harold R. Martin, M.D., Rochester, 
Minn., chairman of the 196] A.P.A.- 
M.H.S. Achievement Awards Contest, 
announces that full details about the 
upcoming competition will be published 
in the January issue of MENTAL Hos- 
PITALS. Serving with Dr. Martin are 
Stewart T. Ginsberg, M.D., Ind., and 
Hayden H. Donahue, M.D., Ark., with 
Robert S. Garber. M.D., N. J., as con- 
sultant. 

The committee has decided that 
gold, silver, and bronze medallions will 
be given instead of the silver plaque and 
honorable mention certificates awarded 
in previous years. 

Hospitals in the U. S. and in Can- 


Quarterly Hospital Professional Calendar 
A.P.A. ANNUAL MEETINGS: 


1961 May 8-12, Hotel Morrison, Chicago, IIl., (117th) 

1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 

1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) | 
A.P.A. MENTAL HOSPITAL INSTITUTES: | 

1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 


1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 
1963 Cincinnati, Ohio. (Dates & hotel to be confirmed.) (15th) | 


OTHER PROFESSIONAL ORGANIZATIONS | 


ACADEMY OF PsycHoANALysis, Mid-Winter Meeting, December 10-11, Biltmore 


Hotel, New York, N. Y . 


AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF SCIENCE, Annual Meeting, 
December 26-31, Biltmore & Commodore Hotels, co-headquarters, New 


York, N. Y. 


INTERNATIONAL CONFERENCE OF SOcIAL Work, January 8-14, Rome, Italy. (Inq. 
Ruth M. Williams, Exec. Officer, 345 E. 46th St., New York 17, N. Y.) 
| Wurre House ConFerence on Acinc, January 9-12, Washington, D. C. 
ACADEMY OF RELIGION AND MENTAL HEALTH, Annual Meeting, January 18-20, 


Biltmore Hotel, New York, N. Y. 


Councit on Menta HEALTH OF THE A.M.A., Annual Conference of Mental 
Health Representatives of State Medical Associations, January 20-21 (New 
Date) (Ing. Walter W’olman, Ph.D., Acting Secretary, A.M.A. Council on 
Mental Health, 535 N. Dearborn St., Chicago, III.) 


NATIONAL ASSOCIATION OF PrivaTE PsycHiaTric Hospitats, Annual Meeting. 
January 23-24, Safari Hotel, Scottsdale, Phoenix, Ariz. 

AMERICAN GRouP PsYCHOTHERAPY AsSOCIATION, Annual Conference, January 
25-28, Henry Hudson Hotel, New York, N. Y. 

Wortp HEALTH ORGANIZATION, 14th Assembly, February 7, New Delhi, India. 

AMERICAN PsYCHOPATHOLOGICAL AssociATION, Annual Meeting, February 24- 
25. (Inq. Dr. F. A. Freyhan, Secy., 503 Med. Arts Bldg., Wilmington, Del.) 

Guitp oF CaTHo.ic Psycuiatrists, Feb. 25-Mar. 1, Miramar Hotel, Santa 
Monica, Cal. 


ada are invited to participate, and both 
public and private hospitals are eligible 
to compete for an award. Closing date 
for the contest will be April 1. 


A.P.A.-SKF Foundation Awards 


At the October meeting of the A.P.A.- 
Smith Kline and French Foundation 
Fellowship Committee, four Seymour D. 
Vestermark Student Grants of $600 
were made, one to each of the follow- 
ing: University of Kentucky Medical 
Center, Georgetown University School of 
Medicine, University of Washington 
Scheol of Medicine, and the University 
of Oklahoma School of Medicine. 

A Continuing Lectureship Grant of 
$2000 was made to the Western State 
Hospital, Staunton, Virginia, to provide 
for a psychiatrist from Washington, 
D. C., to give lectures to all disciplines 
at the hospital during the vear 1961. 
These lectures will stress new methods 
of treatment, preparation of patients for 
aftercare, and other matters dealing di- 
rectly with the patient. 

A grant of $1500 was made to a 
staff physician at Rusk State Hospital, 
Texas, for a refresher course at the New 
York Institute of Psychiatry preparatory 
to taking the examinations of the Amer- 
ican Board of Psychiatry and Neurology. 
A special grant was given to a psychia- 
trist from overseas to assist in defraying 
his expenses while in this country visit- 
ing mental hospitals and attending psy- 
chiatric meetings. 


Business Administrators Elect 


At the Second Annual Meeting of the 
American Society of Mental Hospital 
Business Administrators, Mr. Joseph 
Greco of Barnes Hospital, Kansas City, 
Mo., became the society’s second presi- 
dent, succeeding Mr. Alexis Tarumianz 
of the Delaware State Hospital at Farn- 
hurst, who became chairman of the 
board. Other officers elected were Mr. 
A. C. Yopp of the Arkansas State Hos- 
pital, Little Rock, president-elect; and 
Mr. G. W. Brenizer, Jr.. Richmond State 
Hospital, Ind., secretary. Mr. C. P. 
O’Connell, Middletown State Hospital, 
N. Y., was re-elected treasurer. Guest 


speaker at the society’s annual dinner 
was Daniel Blain, M.D., Director of 
Mental Hygiene for the State of Cali- 
fornia. 
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~ even his colleagues need not know—if his seizures are 
_ adequately controlled —With proper medication, epilepties may achieve 


Tl N motor seizures...DILANTIN Sodium (diphenylhydantoin sodium, Parke-— 

DILAN 
0.1 Gm., in bottles of 100 and 1, / 

‘members of ae. DAVIS FAMILY ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.); bottles of 100. for the petit mal triad: MILONTIN®— 
Kapseals (phensurimide, Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per4ec 
16-ounce bottles CELONTIN® Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 
‘Abraham, W, in Green, J. R., & Steelman, H. F Bpileptie Seizures, Baltimore, Williams & Wilkins Company, 1956, 
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Volunteer Directors Organize 


Coordinators and directors of volun- 
teer services on state and hospital levels 
are in the process of establishing a 
formal organization under the presi- 
dency of Mrs. Miriam Karlins, Coordi- 
nator of Volunteer Services for the 
State of Minnesota. The plan for the 
new association originated during the 
meeting held by the volunteer group on 
October 16 and 17, preceding the 12th 
Mental Hospital Institute. 


Mental Hospitals, December 1960 


Award To Arizona Hospital 


The Arizona State Hospital (Samuel 
Wick, M.D., director) has _ received 
the Anniversary Medallion of Merit 
from the University of Arizona, for 
“outstanding contribution to the field of 
medical science and to the State of 
Arizona through administration of the 
State Hospital.” The award was pre- 
sented to Dr. Wick and to other re- 
cipients on October 12, at the Student 
Union of the University. 


appearance. 


wih NOVATRA 


a@ modern approach to an ancient art 


Get up-to-date on flooring! Use Novatraz, a new, 
improved terrazzo type flooring for busy institutions. 

All of the fine, inherent, timeless qualities of terrazzo are 
retained plus a series of new, improved properties 
important to institutions. For instance, Novatraz is... 


@ Tough, easy to maintain, has an attractive, colorful 


@ Applied in a thin coat—reduces floor weight, cuts costs. 
@ Has a built-in resilience that is quiet and easy on the feet. 


@ Has a remarkable resistance to oils, fats, greases, acids 
and other chemicals including urine. 

@ Can be installed over most existing sub-floors—has 
its own adhesion. 


@ Is fire-resistant—will not support combustion. 


Investigate Novatraz now! Write for new descriptive 
folder plus the name of the franchised applicator 
nearest you. Address— 


SELBY, BATTERSBY & CO. 
5220 Whitby Avenue, Philadelphia 43, Pennsylvania 
1115 East 30th Street, Baltimore 18, Maryland 


PEOPLE & PLACES 


MASSACHUSETTS: Dr. Sydney Sel- 
senick, director of professional serv- 
ices at the VA Hospital, West Haven, 
Conn., has been appointed manager of 
the VA Hospital at Boston. 


Dr. Richard J. Plunkett resigned 
as secretary of the A.M.A. Council on 
Mental Health to join the staff of the 
Veterans Administration Hospital at 
Brockton. 


Dr. Henry Tanner was appointed 
as manager of the VA Hospital at North- 


ampton, a post left vacant by the death 
of Dr. John D. McCullough. 


WEST VIRGINIA: Dr. Mildred 
Mitchell-Bateman, former  superin- 
tendent of Lakin State Hospital, has 
been named supervisor of professional 
services for the Department of Mental 
Health. Dr. Kathryn A. Rainbow was 
appointed to fill Dr. Mitchell-Bateman’s 
former position. 


MARYLAND: Dr. Lawrence’ 5S. 
Kubie of Towson, Md., has succeeded 
the late Dr. Jacob E. Finesinger as 
editor-in-chief of The Journal of Nerv- 
ous and Mental Disease. 


Dr. Russell R. Monroe, formerly of 
Tulane University, is now professor of 
psychiatry and director of graduate 
training at the Psychiatric Institute, 
University of Maryland in Baltimore. 


HERE & THERE: Dr. Francis J. 
Braceland, psychiatrist-in-chief of the 
Institute of Living, Hartford, Conn., and 
Past-President of the A.P.A., has been 
made area editor of The New Catholic 
Encyclopedia. Dr. Braceland will co- 
edit the section on psychiatry in the 
new, 15-volume work that is expected to 


be completed in 1964. 


Dr. E. I. Silk is the new superintend- 
ent of Eastern Oregon State Hospital, 
Pendleton. He succeeds Dr. Donald 


Wair who retired. 
Dr. Thomas L. King has been 


named acting superintendent of Colum- 
bus (Ohio) Children’s Psychiatric Hos- 
pital to replace Dr. Norman S. Bran- 
des who has gone into private practice 
in the Columbus area. 


HONORS: Dr. William Malamud, 
Jr., received the U. S. Army Commen- 
dation Medal for meritorious service as 
psychiatrist at the U. S. Disciplinary 
Barracks, Fort Leavenworth, Kansas. 
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1960 INDEX 


ABSTRACTS FROM A.P.A, PAPERS 


Community Pressures and a State Hospital 
Program for Children, June, p. 37 

Comprehensive Hospital-Community Service in 
a State Hospital, June, p. 37 

“Delinquency Addiction” in Parents of Hos- 
pitalized Adolescents, June, p. 38 

Explorations in Alternatives to Hospitalization, 
June, p. 37 

Intra- and Extramural Community Psychiatry, 
June, p. 36 

Residential Treatment Service for Adolescents: 
Development of a Program, June, p. 38 

Results of Mental Hospital Treatment of Trou- 
bled Youths, June, p. 39 

Treatment Program for Adolescents on an 
Adult Ward, June, p. 39 

Uselessness of Protonged Psychiatric Hospi- 
talization, June, p. 36 


ACTIVITY PROGRAMS 


Activities Group Charts Its Own Course, Dec., 
pp. 38-40 

DeWitt’s Patients Become Bowlers, Dec., p 
35 

Factory Within a Hospital, May, p. 25 

Family Acquaintance Day, May, pp. 30-31 

Father's Day Visit, March. p. 45 

Good Grooming, March, p. 45 

Great Books Are Good Treatment, May, pp. 
43-44 

Industrial Workshop for Psychiatric Patients, 
June, p. 16-18 

Intellectual Stimulation for Chronic Schizo- 
phrenics, Oct., pp. 45-46 

Language Gateway, Dec., p. 40 

Library Summer School Stimulates Patients, 
May, p. 44 

Morning In Bed, Nov., p. 42 

0.T. Adapted to Rehabilitation, Jan., pp. 22- 
24 

Patients Help Patients, June, p. 57 

Patients Help Santa Claus, Dec., p. 30 

Recreation: A Job for Everyone, Apr., pp. 26- 
27 

Rehabilitation Challenge, Mar., pp. 14-16 

Rehabilitation Means Restoration, The Shel- 
tered Workshop, Apr., pp. 7-9 

Selective Job Placements for Patients, Nov., 
pp. 37-40 

Sponsoring a Patient Publication, Apr., pp. 


Sports Day—That Grew, Mar., pp. 34-36 

St. Elizabeths Hospital Opens a New Unit for 
Maximum Security with Minimum Seclu- 
sion, Oct., pp. 28-32 

“Therapy of Fashion,” Oct., pp. 42-43 

Toastmasters Pop Up at Hospital, Sept., p 
33 


Toward Gracious Living, Sept., p. 

Volunteering for Step-By- Step Rehebilitetion, 
Mar., pp. 21-25 

War Memorial Benefits Patients, Mar., p. 12 

Wardrobe for an Entire Hospital, Sept., pp. 
40-41 


ADMINISTRATION 
Business: 


Automation in Patients’ Trust Fund Account- 
ing, Mar., p. 20 

Business Managers in the Making, Apr., pp. 
34-35 

Legislating Against Disaster, Nov., p. 33 


Practical Considerations: Legal and Financial 
—Realistic Limitations That May Inhibit 
Maximum Programs, Feb., pp. 38-40 


Hospital: 


Clarinda Plan: An Ecological Approach to 
Hospital Organization, Nov., pp. 30-31 

Clinical Director, Dynamic Psychiatrist and 
Scientific Manager, June, pp. 50-52 

Current Practices and Possible Pitfalls, Jan., 
pp. 26-28 

Hospital Administration (A.P.A. Services to 
Hospitals) , Sept., p. 48 

Legislating Against Disaster, Nov., p. 33 

Nursing Skill Is an Administrative Responsi- 
bility, May, pp. 45-47 

Patient-Oriented Administration in a Day Hos- 
pital, Dec., pp. 22-24 

Practical Considerations: Legal and Financial 
—Realistic Limitations That May Inhibit 
Maximum Programs, Feb., pp. 38-40 

Reformulation of A.P.A. Standards Proposed, 
May, pp. 37-38 

Specifics for De-Isolation (A.P.A. Past Presi- 
dent Series II1.), Nov., pp. 12-14 

St. Elizabeths Hospital Opens a New Unit for 
Maximum Security with Minimum Seclu- 
sion, Oct., pp. 28-32 

Why Not Integrate Fire & Policg Services?, 
June, pp. 55-56 

Words of Wisdom, Jan., p. 18 

Workable Communications System, Mar., pp. 

7-9 


Ward: 
Daily Drug Dosages Save Staff Time, Apr., p. 
28 


Personal Hygiene, Dec., p. 27 

Resistance to Changing a Psychiatric Ward, 
Apr., pp. 16-17 

Selj-Medication: Another Step Toward Self- 
Responsibility, Jan., p. 43 

Social Service on a Continued Treatment 
Ward, Sept., pp. 7-11 

Staffing Can Be Good Medicine, March, pp. 
28-29 

Team Work on an Exit Ward for the Chroni- 
cally Ill, Mar., pp. 17-19 

Ward Management in a State Hospital, Sept., 
pp. 25-27 


A.P.A. PAST PRESIDENTS’ SERIES 


I. “We Throw the Torch,” Sept., pp. 22-24 

II. Hospital Psychiatry Today, Oct., pp. 14-17 

III. Specifics for De-Isolation, Nov., pp. 12- 
14 


IV. The People of a Good Mental Hospital, 
Dec., pp. 25-26 


A.P.A. SERVICES TO HOSPITALS 


Nursing Service Criteria, Mar., p. 13 
Requirements for the Physical Plant, May, p 
19 


Hospital Administration, Sept., p. 48 


ARCHITECTURE 


Blueprint for Community Action (A Commu- 

nity Mental Health Center), Sept., pp. 12-14 

Fenestration, Mar., pp. 47-49 

House a Hospital Built, May, pp. 50-51 

Psychiatric Unit Enters Its Second Quarter- 
Century, Nov., pp. 16-20 

St. Elizabeths Hospital Opens a New Unit for 
Maximum Security with Minimum Seclu- 
sion, Oct., pp. 28-32 


VOLUME XI 


BRIEF CASE 


I, Reconciling Legal and Psychiatric Concepts, 
Sept., pp. 29-30 

11. Suing A Public Mental Institution, Oct., 
pp. 21-22 

III, Suing Private and Nonprofit Institutions, 
Dec., p. 31 


CLOTHING 


Clothing Shop Educates the Mentally Retard- 
ed, May, pp. 41-42 

Good Grooming, Mar., p. 45 

“May I Help You,” Oct., p. 43 

“Therapy of Fashion,” Oct., pp. 42-43 

Wardrobe for an Entire Hospital, Sept., pp. 
40-41 


COMMUNITY PSYCHIATRY 

Building a Mentally Healthy Community, 
Oct., pp. 7-11 

Blueprint for Community Action (A Commu- 
nity Mental Health Center), Sept., pp. 12- 
14 

Community Self-Interest: Wall or Door?, Sept., 
pp. 17-19 

Discharge Procedures and Extramural Plan- 
ning—Nursing Homes, Foster Homes, and 
Family Programs, Feb., pp. 27-37 

Experimental Day- Night-Hospital, June, pp. 
26-29 

G.P.s Urge More Hospital Communication, 
June, p. 21 

Needs of Discharged Patients, Apr., pp. 9-12 

Nursing Home Placements, Jan., p. 28 

“Open Community” Hospitals (Sweden), Sept., 
p. 24 

Past Perspectives and Future Vistas, Oct., pp. 
24-26 

Patient-Oriented Administration in a Day 
Hospital, Dec., p. 22-24 

Pilot Programs in Day Care, Jan., pp. 9-11 

Possible Future Developments—An “Ideal 
Agency” to Guide the Needful to the Proper 
Programs, Feb., pp. 43-49 

Private Hospital and the Community, June, p. 
45 


Problems in an Emergency Psychiatric Clinic, 
May, pp. 26-27 

Psychiatric Day-Hospital for Convalescent Pa- 
tients, Jan., pp. 7-8 

Psychiatric Profile of the West: Detail—U tah, 
Oct., pp. 18-20 

Psychiatric Unit Enters Its Second Quarter- 
Century, Nov., pp. 16-20 

Report from the W est, Jan., pp. 14-15 

Training Program in Community Psychiatry 
(Integrating Trends in Public Health and 
Administration), May, pp. 7-10 

Unity of Endeavor. May, p. 16 

Urban Facility and Community Liaison, June, 
pp. 47-49 


COMMUNITY RELATIONS 


Assistance Alphabet (An Outline of Mental 
Health Associations’ Services to Hospitals) , 
May, pp. 11-13 

a aie Your Hospital’s Program, Sept., p. 

Building a Mentally Healthy Community, Oct., 
pp. 7-11 

Circle F Club: 4 Community Social Rehabili- 
tation Project, Sept., pp. 36-37 

Clarinda Plan: An Ecological Approach to 
Hospital Organization, Nov., pp. 30-31 

Community Contacts Improve Prognosis, Oct., 
p. 27 
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Evaluation of a Relatives’ Conference, Oct., 


27 
Ex-Patients’ Club Aids Social Rehabilitation, 
Jan., pp. 42-43 
Family Acquaintance Day, May, pp. 30-31 
Father’s Day Visit, Mar., p. 36 
Former Patient: A Potential Volunteer, Oct., 


. 41 

nie Well Do You “Pay” Your Volunteers?, 
May, p. 31 

Intellectual Stimulation for Chronic Schizo- 
phrenics, Oct., pp. 45-46 

Joint Setting for Research: Training School 
and University, Nov., pp. 34-36 

Mental Illness, Reversible and Irreversible, 
Dec., pp. 26-27 

Patients Help Santa Claus, Dec., p. 30 

Reciprocal Relationships Aid the Private Hos- 
pital and Its Community, Nov., pp. 5-9 

Specifics for De-Isolation (A.P.A. Past Presi- 
dent Series IIl1.), Nov., pp. 12-14 

Summer Employees Work Their Way Through 
College, Nov., p. 15 

Teacher Education in a Mental Hospital, May, 
pp. 48-49 

Toastmasters Pop Up at Hospital, Sept., p. 33 

Understanding Parents of Retarded Children, 
Oct., pp. 39-40 

Volunteers Take A Look at Themselves, June, 
pp. 40-42 


Widening the Treatment Field, Nov., pp. 25- 
26 


CONFERENCE REPORTS 


Improvement of Chronic Patient Care, Jan., p. 
57 

Institute for Directors of Volunteer Services, 
Apr., p. 54 

‘Annual Psychiatric Institute, pp. 
56-57 


CONTEMPORARY COMMENT 
~_ Cost of Psychiatric Segregation, Dec., 


Mental Illness, Reversible and Irreversible, 
Dec., pp. 26-27 
Personal Hygiene, Dec., p. 27 


DIETETICS 


Cafeteria Service Benefits the Mentally Re- 
tarded, June, p. 42 

36 Cafeterias, Oct., pp. 36-3 

Fat Man’s Club (Food for Thought), Apr., p 
19 

Ice Cream Cuts Dessert Costs, Dec., p. 

It’s Smorgasberd Time (Food for Paoneht), 
Apr., p. 18 

Master Menus Don’t Destroy Initiative, Jan., 
pp. 44-45 

Spoon-Fed, Oct., p. 37 

Toward Gracious Living, Sept., 

R’hat’s Cooking, Mar., p. 25 


DR. WHATSISNAME 


Anatomy of Dedication, Dec., p. 12 

“And ~ Walls Came Tumbling Down,” 
Sept., 19 

Age Has Mies Virtues, ae p. 10 

Big House, May, p. 

Can Nurses Work With Individuals ?, 
13 

Message Center, Oct., p. 27 

Note-Taker, Jan., p. 21 

Reculturation, Apr., p. 12 

Transmission Belt, Mar., p. 12 

Want to be a Professor?, Nov., 


EDITOR’S NOTEBOOK 


Jan., p. 13 (Guest Editor Wittson), Mar., p 
11 (Guest Editor Deutsch), Apr., p. 15, May, 
p. 15, June, p. 15 (Guest Editor Barton), 
Sept., p. 21, Oct., p. 13, Nov., p. 11, 

p. 17 


p. 19 


June, p. 


p. 14 


GENERAL PRACTITIONER 


Community Self-Interest: Wall or 
Sept., pp. 17-19 

Family Doctor and Your Hospital, June, pp. 
19-21 

G.P.s Urge More Hospital Communication, 
June, p. 21 

Possible Future Developments—An “Ideal 
Agency” to Guide the Needful to the Proper 
Programs, Feb., pp. 43-49 

Seminars of Psychiatry for G.P.’s, Oct., 


Door?, 


p. 51 


GERIATRICS 


Clinical Principles Underlying Administrative 
Practices—How Certain Specific Difficulties 
Can be Alleviated, Feb., pp. 17-19 

Discharge Procedures and Extramural Plan- 
ning—Nursing Homes, Foster Homes, and 
Family Programs, Feb., pp. 27-37 

Nursing Home Placements, Jan., p. 28 
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Clothes really help the patient. Hospital experience has 
definitely demonstrated how.the fadicious use of fashions, 
fabrics, and colors will help the female patient regain her 


femininity . . . improving attitude.and more favorable response. 


| | Blue Ridge Textile Co., Inc., famous for “engineered fabrics to 
| answer the problem” has, in the past eighteen months, set 

| up a special division to construct and produce specific fabrics, 

| expressly for mental patients... fabrics that are soft, smooth, 

| comfortable... fabrics that will take repeated launderings and 

stand up to the most rugged treatment. In these knitted nylon 

fabrics “‘with a memory”, Blue Ridge designers have created 


smartly styled dresses, slippers and lingerie in colors and 


designs that make the patient feel, and look like a woman again. 


r Thoroughly tested and approved in a psychiatric hospital, 

: Blue Ridge fabrics and fashions have met and set the standards 

: for high quality and performance. 

; Please write for complete details and fabric construction specifications. 


BLUE RIDGE TEXTILE CO., INC. 


MILLS: BANGOR, PA., ROSETA, PA., MIDDLETOWN, DEL. 
NEW YORK SALES OFFICE: 112 WEST 34TH STREET, NEW YORK 1 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


¢ simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES / Cranbury, N. J. 


@TRADE- MARK” 


be 
pal 
ie 
: 
te 
ae 
ie 
* 


SAE 


